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Abstract 
This research provides an in-depth case study of eight undergraduate 
nursing students and eight Registered Nurses' experiences of mentoring 
during clinical placements in general practice. Each student was supported 
in practice by a Registered Nurse Mentor (RNM) for three weeks. It was 
found that students' exposure to working in a completely foreign 
environment led to feelings of isolation and high levels of anxiety. For 
some students, anxiety was related to RNM's not valuing education in the 
same way as the students. In three cases, previous mentoring experiences 
had been so stressful that students had considered giving up nursing and 
these students approached their new placement with a great deal of 
apprehension. For the RNM' s they were both teachers and learners, and to 
manage their roles they employed a number of strategies to facilitate the 
learning process. All RNM's had started mentoring without any training 
and they learned how to be a mentor by trial and error. They were 
enthusiastic about mentoring, although this role added considerably to their 
busy workloads. Mentors were aware of balancing their responsibilities to 
each student and client when working as a RNM. They also relied on the 
support of colleagues and Otago Polytechnic clinical lecturers to ensure 
that students received the best clinical experience available. Important to 
this study was the requirement for the RNM to assess students. Failing the 
clinical placement meant repeating the whole course and this created some 
tension in the mentor- mentee relationship. 
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INTRODUCTION TO THESIS 
1.1. Background 
What is the importance of a 'Mentor' to student learning? This is the 
question that I needed to consider as I prepared to send yet another group 
of students to their second year community placements. I work as a Course 
Coordinator and Senior Lecturer at the School of Nursing at Otago 
Polytechnic. As Course Coordinator I am responsible for finding clinical 
placements in Primary Health Care settings for these students. 
I became aware that some students were tmhappy about their previous 
mentoring experiences and casual comments made from some lecturers re-
iterated student concerns. I felt I needed to learn more about student and 
Registered Nurses' experiences of mentoring, particularly in Primary 
Health Care settings as placement with a mentor was a key component of 
the course. 
The research presented in this thesis follows on from a pilot study in which 
the experiences of two Practice Nurses who men to red student nurses were 
investigated. Mentors reflected on their understanding of what they 
perceived mentoring to be and the impact that mentoring had on student 
learning and their own practice. Listening to the two Registered Nurse 
Mentors (RNM' s) in the pilot study was enlightening and while many 
aspects of their mentoring role were widely reported in the mentoring 
literature, new knowledge was also uncovered. My own learning during the 
pilot gave me insight into the demands of men to ring students and a greater 
understanding of the research process. In particular the discovery of new 
thoughts and ideas was inspiring and gave me a sense of needing to work 
effectively with the data to 'do justice' to the RNM's experiences. A brief 
account of the Pilot study follows. 
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1.2. The Pilot Study 
The nature of the relationship between the mentor and mentee is often 
fraught with many difficulties (Myrick & Barrett, 1994) and this was 
highlighted in the Pilot study where students had, on more than one 
occasion, had difficult relationships with previous RNM' s. Previous 
mentor-mentee relationships impacted on the student's practices to such an 
extent that the mentors felt that students had been prevented from moving 
on with confidence to their new clinical environment. The RNM' s found 
they needed to listen to the students and then find ways of resolving the 
burdens from previous encounters. Solving these issues was a mentoring 
task that took up valuable clinical time. When the participants were asked 
about what sustained them while mentoring students, their replies showed 
clearly that their passion for nursing, a desire to share knowledge and 
meeting the challenge of working with students, all proved beneficial to 
their practices. To watch a neophyte develop, grow and begin to integrate 
theory into practice was very encouraging but students had to be in a frame 
of mind where they felt safe to do this and a supportive environment was 
seen as crucial to the process. However, the fact that students were 
formally assessed by the mentor on behalf of the tertiary institution created 
a level of anxiety for both the parties. No matter how good the relationship 
that developed, assessment remained a tension. 
While both RNM's felt that the assessment process was the most difficult 
part of having a student, both completed the task, albeit reluctantly. The 
language used on the assessment form was an issue for the RNM' s 
suggesting that if they had been through the Bachelor of Nursing 
undergraduate programme, the task may have been more straight forward 
as the disciplinary academic language used on the forms contained 'too 
much jargon'. 
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Ensuring student nurses felt safe in their practice was paramount and both 
participants in the pilot study both were keenly aware of the responsibility 
they had to students and clients and the tension this could bring. Student 
nurses are not registered health professionals and as such when working in 
the clinical environment they must work under the direct supervision of the 
RNM. This situation created logistical problems and put incredible strain 
on the mentor, as the responsibility for safe practice remained with them. 
It was not the intention to draw generalisable conclusions from the pilot 
study, but to uncover themes to guide the research presented in this thesis. 
Some findings confirmed previous reports in the literature but new ideas 
also emerged. Data confirmed that RNM's needed to: 
I. Assess students' readiness to accept and then adapt to new work 
environments 
2. Provide an environment that promoted safe practice for clients 
while at the same time provide a safe and supportive environment 
for students to 'have a go' and attempt to learn and practice new 
skills. 
Grounded Theory (Glaser, 1992) appeared to be the appropriate method to 
use for the pilot study, as it allowed me and the participants to be actively 
involved in the analysis. It also allowed me to interpret the mentors' 
responses while coming to understand how my own experiences affected 
the analysis. The following questions arose as a result of the pilot study: 
• How do RNM' s recognise the need to discover the issues that 
might prevent students from learning? 
• How well are Registered Nurses prepared to manage the mentoring 
role? (Lilley, 2004). 
4 
The Pilot study was small but I was encouraged to explore mentor/ mentee 
experiences by undertaking this current research project. My aim for this 
work is to inform theory, my teaching practice and better facilitate 
student's progression through the Bachelor of Nursing undergraduate 
programme. Hence this wider study involves both Registered Nurse 
Mentors and student nurses. 
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1.3. The Research 
The Bachelor of Nursing Degree is a full-time 3 year course of study that 
provides a comprehensive programme that integrates a variety of clinical 
experiences for student nurses. Time in clinical settings gives students the 
opportunity to begin linking their theoretical knowledge to their developing 
clinical knowledge and skills. The success of such experiences is however, 
reliant on a number of factors, one of these being the support of Registered 
Nurses who work as mentors to student nurses. 
The Primary Health Care course is one of six three-week blocks of thirteen 
days clinical experience across the second year. There are approximately 
90-100 students studying at 200 level throughout each year, and their 
Primary Health Care (PHC) placement is a compulsory course. Students do 
get the opportunity to choose the area of PHC practice they would like to 
experience, from Public Health Nursing, Plunket Nursing, Occupational 
Health Nursing, and Practice Nursing. The Primary Health Care placement 
at Otago Polytechnic comes under the umbrella of Community Nursing 
and forms part of the 200 level courses. The aims for student learning 
during the clinical placement are: 
• learning about the role of a nurse in primary health care 
• enhancing their clinical skills 
• considering the socio-political environment of the primary health 
care setting 
• learning to apply theory to practice 
• being able to critique clinical practice. 
Students are expected to attend a clinical orientation morning prior to 
commencement of the placement and a weekly two-hour tutorial session 
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held each Friday morning during the clinical placement and attendance at 
lectures held during theory blocks is recommended but not compulsory. 
Practice Nurses were chosen to be the mentor participants in this research 
project because the majority of second year nursing students experience 
their PHC placement with a Practice Nurse. The School of Nursing asks 
for Registered Nurses to provide mentors to support students in their PHC 
placements during the undergraduate nursing progranune. Docherty (1996) 
defines a Practice Nurse as: 
A person who is registered on the Register of Nurses defined 
in the Nurses' Act 1977 as a general/obstetric nurse or a 
comprehensive nurse, who holds a current practising 
certificate (Nursing), issued pursuant to the Nurses' Act 1977 
and is working with a registered general practitioner (p.12). 
1.3.1 The setting: Primary Health Care 
The New Zealand Health Strategy (2000) sets out key principles for health 
care, determined by the World Health Organisation (WHO) at Alma Ata 
and re-confirmed in Ottawa in 1986 as integral ways to meet the needs of 
communities within New Zealand. It is essential therefore, that 
undergraduate nursing students have an understanding of these principles 
and how they are delivered to clients in the form of Primary Health Care 
services. Primary Health Care is defined by the Alma Ata Declaration as: 
essential health care based on practical, scientifically sound and 
socially acceptable methods and technology made universally 
accessible to individuals and families in the community through 
their full participation and at a cost that the community can 
afford, in the spirit of self-reliance and self-determination 
(Vuori, 1986. p.l41). 
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The philosophy of Primary Health Care is to enable clients to make 
decisions that meet their health-care needs and that services must be 
affordable, available and appropriate. Health professionals work in ways 
determined by the World Health Organisation to achieve the desired 
outcomes. Almost half of the students' clinical experiences occur in a 
primary health care setting while studying at Otago Polytechnic. This is not 
the norm for nursing education in New Zealand but is considered one of 
the strengths of the Otago Polytechnic School ofNursing's programme. 
Traditionally students are expected to assume the role of the Registered 
nurse upon graduation, but their limited time in clinical practice settings 
potentially reduces their ability to develop proficiency (Theobald & 
Mitchell, 2002). Many clinical environments provide graduates with a 
mentor to work alongside them in practice but this is entirely at the 
discretion of the institution. 
In keeping with the principles of the PHC definition, students while 
working with their Registered Nurse Mentor (RNM), see in action a 
number of theories which have previously been introduced in lectures. 
These include motivational interviewing, health behaviours, and health 
promotion. The PHC clinical placement offers each student an opportunity 
to see in action and witness for themselves the effectiveness and challenges 
of implementing such strategies. 
A study by Cope et al., (2000) found that it was as important for a student 
to be accepted into the culture of a placement as it was for the student to 
learn about the technicalities of nursing. One of the important factors when 
learning in a 'real' clinical situation is that clinicians who are experts in 
their field are there to lead novices through the complexities of applying 
theory to practical situations. According to these authors students felt 
vulnerable and isolated in new environments and this finding was 
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supported by the findings of the current study. A key conclusion from a 
study by Cope eta! was that 'knowledge i.e. the contribution of an expert 
can be passed on by situating knowledge in authentic contexts and by 
utilization of cognitive apprenticeship techniques' (p.855). The need for 
strategies to support and enhance student learning was recognised by 
Brown et a!. (1989) who explained some of the techniques experts used to 
facilitate student learning. These included modelling, coaching, 
scaffolding, fading, articulation, reflection and exploration. 
Throughout this research it was important for me to understand the 
meaning of the mentoring process for both the students and the Registered 
Nurses involved. I, as researcher, acknowledge that I bring to this research 
not only my own experiences of mentoring students, but also 
organisational knowledge, as I am responsible for arranging appropriate 
clinical placements for students. 
1.3.2. Assigning mentors 
The marmer in which Registered Nurses are chosen to mentor students has 
little regard for their previous mentoring experiences and there are no 
guarantees that assigning student nurses to practitioners will ensure that 
each receives the best experience possible. Furthermore, there is little 
control over the preparation of mentors and it should never be assumed that 
clinical competence equips them with the ability to be a mentor (McCarty 
& Higgins, 2003). However, there is no doubt that the mentor is important 
in student learning and the relationship that develops between mentor and 
mentee has potential to impact on the quality of that learning experience 
for the student. Because of this, it is important to recognise the relationship 
between the various roles of the RNM's, and how each of these roles 
impacts on the outcomes for students and on both mentor and mentee 
learning. 
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A good mentoring environment is thought to be one that encourages 
independent thinking (Lofmark & Wikblad, 2001; Knight & Trowler, 
1999). Personal observations from placing students over 5 years suggest 
that most adapt well to the practice setting and their mentors, they achieve 
a degree of independence and meet the course outcomes. However, 
informal feedback, course evaluation and the pilot study suggested that a 
consistent minority are disadvantaged in some way through the mentor-
mentee system. Positive student outcomes appear to be more or less 
dependent on the relationship between mentor and mentee and the skills of 
the mentor. In order to achieve a positive outcome in three weeks, students 
need to be quickly inducted into the practice setting so that they understand 
both the expectations they are required to meet and the culture of the 
practice. Furthermore, induction can also help the student determine their 
own goals for development, growth and understanding (Knight & Trawler, 
1999). 
Although students do have a choice of the type of PHC clinical placement 
they would most like to experience, the lack of availability of placements 
means that students do not always get their first choice of placement. 
Choice is limited by contextual constraints such as staffing and health 
issues that impact on practices from time to time. A clinical placement in 
Primary Health Care offers students the opportunity to move outside their 
comfort zone of working closely with their peers, at the Polytechnic or in 
the security of the much more familiar hospital environment. This change 
provides numerous challenges for students. 
1.3.3. The clinical environment 
A Registered Nurse mentors the student throughout their clinical placement 
and has control over the extent to which each student participates in 
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practice. There is an expectation that students will perform to a safe 
standard while working to meet the course outcomes and that they are 
supported by a mentor who can facilitate student learning. The gap 
between theory being taught in the institution and its application in the 
clinical environment will always exist and this may be a contributing factor 
to student's unease in the clinical environment. 
Each Practice Nurse's work environment and scope of practice differs and 
depends on a number of related issues including the number of nurses 
employed in the practice, their experience, their autonomy and the 
relationship each nurse has with the General Practitioner(s) who are usually 
the nurse's employers. The overwhelming majority of nurses working as 
Practice Nurses in New Zealand are women. Their work involves many 
tasks that cannot easily be seen by others such as the development of caring 
relationships with clients, students and others in the team. Their role as 
mentor is at times seen as over and above a normal daily workload (by 
others in the Practice teams), and consequently nurses are at times reluctant 
to commit to having students on a regular basis throughout the year. As a 
consequence, finding quality clinical placements for students is an ongoing 
challenge. 
Currently each individual practice negotiates a contract with the Head of 
School at the Otago Polytechnic. The conditions and responsibility of each 
clinical practice area, RNM, student and clinical lecturer are clearly 
defined and agreed to. The Practice Nurses are then sent the relevant 
course work that students are expected to complete while on placement, 
along with the appropriate course outline, clinical assessment form, 
information on assessment, and a Clinical Responsibility Booklet (Otago 
Polytechnic, 2001 ). However, sending RNM' s the course work does not 
alone prepare them to be mentors. In the present study I needed to gain 
greater insight into their practice and to better understand the experiences 
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of both mentors and mentees. To give the reader an overview of the thesis, 
a brief outline of each chapter is included here. 
Chapter Two presents the literature review and exammes the topic of 
mentoring from both the student's perspective and the mentors. 
Exploration and critique of the literature is undertaken to gain 
understanding of the history behind mentoring. This is important in 
determining where this current research fits into the New Zealand context. 
There are few studies published on mentoring nursing students in New 
Zealand and this small research project will add to that body of knowledge. 
An additional focus of the literature review is to give an overview of key 
learning theories for student learning. 
In Chapter Three, the methodology underpinning this research is explored 
including my ontological and epistemological approaches. I present my 
rationale for using an etlmographic approach and also for deciding to use 
grounded theory as a way to analyse data. The ethical considerations are 
discussed in detail to demonstrate safe and rigorous research practice for 
the participants and the information that they chose to share. They fulfil the 
requirements of the ethical approval given by the University of Otago for 
this research project to be undertaken (Appendix 1 ). 
The analysis of data and discussion is found throughout Chapters Four and 
Five. I discuss and explore in depth the aspects of mentoring that impacted 
on students and mentors. The experiences in some instances echoed 
findings in other studies but there was new information forthcoming that 
shed light on current mentoring issues. The content of chapters Four and 
Five reveal the experiences that shape, guide and determine the progress of 
students and the development of mentoring practices in the Primary Health 
Care setting with practice nurses as mentors. Chapter Four looks at student 
experiences and Chapter five at mentor experiences. Theory is developed 
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throughout the research and the key themes which emerged from the 
mentees were isolation and anxiety and the value of mentor-mentee 
relationships. The key themes to emerge from the mentors were; how 
Registered Nurse Mentors learned about mentoring, the dimensions of 
mentoring practice and mentors as teachers. 
The final Chapter of this thesis summarises the findings and how they 
related to other research. There is consideration of what the findings mean 
to practice, the implications for student learning and my contribution about 




Consideration of student experiences of mentoring was the main reason for 
this research project being undertaken. Facilitation of student learning 
while they are on clinical placement is vital if they are to progress 
successfully in the Bachelor of Nursing undergraduate programme and 
central to students learning is their RNM. 
The Pilot study with two Rcl\JM's informed this research project and 
identified that some students had been affected by previous mentoring 
experiences and that this prevented them from feeling safe in their attempts 
to develop new practice skills. Students also took time to adjust to their 
new environment and RNM' s had to be able to assess students readiness to 
begin working and learning. 
The previous chapter has provided an outline of the complexities of the 
clinical environment and demands that this places on RNM's, and the 
students with whom they work. While the clinical environment is foreign 
to most students it is representative of the working environment for 
Practice Nurses in New Zealand. 
Undergraduate nursing education has placed students with mentors in 
clinical placements for a number of years with an understanding that 
competent Registered Nurses will be competent RNM' s. Further 
exploration of the literature surrounding mentoring will be useful in 
gaining a deeper understanding of the facilitation process of learning and 





The concept ofmentoring can be traced back to Homer's Odyssey in which 
'Mentor', a wise and trusted friend, cared for the son of Odysseus 
(Andrews & Wallis, 1999). 'Mentor' was asked to act like a guardian to the 
boy. The term mentor still retains these earlier concepts but has since had 
long and ongoing association with the professions and professional 
education including law, medicine and, from the 1980's, nursing (Andrews 
& Wallis, 1999; Dorsey & Baker, 2004; Neary eta!., 1994). It has become 
established practice at Otago Polytechnic to place nursing students in a 
clinical setting with a Registered Nurse who acts as their mentor. 
There is a considerable amount written about mentoring and some of the 
literature is contradictory. The literature has been described as vast, 
descriptive and anecdotal (Ouellet, 1993). Furthermore it is important to 
decide what research is credible and valid in terms of the evidence 
presented. 
In this review, I will start by exploring the term 'mentor'. It is accepted in 
the United Kingdom and Europe that the term mentor is used to describe a 
person who supports a student through clinical experiences. However, in 
the United States of America the term Preceptor is used. 
Secondly, I will look at mentoring models in relation to student learning. A 
review of literature by Andrews and Wallis (1999) found that there were 
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many different models and frameworks for preparing mentors for the role 
of mentoring. They found that no one model appeared to be more 
appropriate than another which raised the question about how mentoring 
courses are evaluated. While acknowledging this I continue the exploration 
of the literature with the thought that placing students with mentors to 
facilitate learning is central to my research. 
Learning appears to be dependant on mentor-mentee relationships and this 
idea is explored in the third part of this review. The aim of this literature 
review IS therefore to explore key concepts that underpin mentoring, 
including definitions learning theories that underpin mentoring and 
mentor-mentee relationships. 
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2.2. Descriptions of the terms around mentoring 
Mentoring is: 
a nurturing process m which a more skilled or more 
experienced person, serving as a role model, teaches, 
sponsors, encourages, counsels and befriends a less 
skilled or less experienced person for the purpose of 
promoting the latter's professional and/or personal 
development. Mentoring functions are carried out within 
the context of an ongoing, caring relationship between 
mentor and protege (Anderson & Shannon, 1988, cited in 
Colwell, 1998, p313). 
2.2.1. Mentor 
Mentor has been defined as 'a wise and trusted advisor, counsellor, or 
teacher who has something to offer that meets the immediate needs and or 
future needs of another' (Dorsey & Baker, 2004, p. 260). In their review of 
16 men to ring studies, Dorsey and Baker found that only half of the articles 
they looked at offered a definition of the term and these ranged from 
simple to complex explanations. They suggested that mentoring involved a 
more experienced person being active in a process where they nurture, 
serve as a role model, guide and encourage those with fewer skills to 
achieve professional standards, while also assisting to develop the 
mentee's personal growth. In a recent study, Magrath (2005) interviewed 
five new graduates who had recently entered PHC positions, these nurses 
said that their mentors did not necessarily have to be the most experienced 
nurses, but they did need to have enough experience to guide and facilitate 
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mentees to find solutions to challenges. Jonson (1998) and Reid-Searle and 
Dwyer (2005) agree that the designated mentor must be committed to 
working to meet the needs of men tees. 
Mentoring has been described as involving a relationship between two 
people where one is significant! y older and more experienced than the 
other and there is an understanding that the experienced person will have 
regard for the younger person's welfare, advancement and progress 
(Andrews & Wallis, 1999). According to Darling (1984) there are three 
characteristics required to be a good mentor. These are an 'envisioner' or 
someone who can relay to students what nursing is like, a 'standard 
prodder' or someone who is able to push students to learn and attain higher 
standards and a 'challenger', a person who is able to enthuse the student to 
want to reflect on their own skills and the decisions that they have made to 
interpret and make sense of their practice. 
A mentor tends to be associated with a long term apprenticeship type 
relationship and has been defined as 'an experienced professional, 
nurturing and guiding the novitiate' (Butterworth, 1992). Student 
participants in Gray and Smith's (2000) research described good mentors 
as those who were 'enthusiastic, friendly, approachable, patient, 
understanding and having a good sense of humour'(p.1546), but other 
important qualities were that mentors were good role models; they were 
professional, organised, caring and self-confident. Their research found 
that teaching qualities were important to the students too. Students liked 
their mentors to be knowledgeable, have good communication skills and 
possess an understanding of the curriculum. The students in their study 
said mentors needed to be involved in activities and then to gradually know 
when to withdraw support as they became more competent and confident. 
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2.2.2. Preceptor 
A preceptor in nursing is a Registered Nurse who is instrumental in helping 
a newly Registered Nurse or a new nurse employee in their transition to a 
new work place (Bain, 1996). Bain suggested that preceptors are 
responsible for orientation and socialisation of new nurses so that they gain 
an understanding of the philosophy of the work place. They help new staff 
to adjust and become team members, act as role models and evaluate their 
progress. It has been suggested that preceptorship arose out of Kramer's 
(1974) writing about 'reality shock' for new graduates who faced 
enormous issues in the transition from student nurse to working as a 
Registered Nurse. In the United Kingdom it was recommended that new 
graduates or student nurses entering a practice envirorunent they were 
unfamiliar with, should be supported for a period of about 4 months by a 
preceptor to assist them to gain confidence (Bain, !996). 
The conventional clinical preceptor in nursing is typically an experienced 
staff nurse, and interestingly, it has been noted that their teaching 
experience appears to be a secondary consideration to simply being 
available (Myrick & Barrett, 1994). These authors propose eight 
prerequisites that could create an ideal situation for preceptoring: 
1) that the staff nurse mentor should have at least baccalaureate nursing 
education 
2) competency in clinical teaching 
3) competency in clinical practice 
4) demonstrated ability to recognise the nursing process 
5) effective communication skills 
6) interest in research 
7) participation in professional development 
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8) a commitment to the role of preceptor (Myrick & Barrett, 1994, 
p.l95). 
Is it therefore necessary to have all eight prerequisites to become a good 
preceptor? Myrick and Barrett ( 1994) said that preceptors should possess a 
masters degree with, at the very least, a bachelor degree in nursing 
education to work effectively as a preceptor to undergraduate students. 
This prerequisite has been difficult to achieve in New Zealand as it is only 
with in the last 12 years that graduates have gained a bachelor degree. Prior 
to this, nurses qualified with a diploma or hospital-based registration. Only 
one of the eight participants in my Masters research had a Bachelor of 
Nursing degree and none held a masters qualification. 
There are many nurses in New Zealand who do not have a baccalaureate in 
nursing education and work as preceptors and mentors with students. 
However, students appear to continue to achieve success and have positive 
experiences while working alongside these nurses. At present there is no 
empirical data to evaluate preceptorship processes. In New Zealand the 
only requirement the Nursing Council of New Zealand (NCNZ) is that all 
Registered Nurses demonstrate competency in clinical practice and 
participate in professional development as a requirement of renewing their 
Annual Practicing Certificate. 
2.2.3. Assessor 
According to Fowler (1996), an assessor is someone who does not need to 
work closely with a student but needs to be working in a similar clinical 
context. The role of assessor is one that Registered Nurses have tended to 
struggle with as it is a formal role that carries responsibility for judging a 
students level of achievement. 
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There is little known about how Registered Nurses learn the skills to assess 
students. It is known that some RNM's learn by observing colleagues 
completing assessments while others may have completed specific 
assessment courses related to mentoring. It has been reported that such 
courses make mentors feel more confident in the assessment process 
(Andrews & Wallis, 1999). The mentor's role as an assessor of students 
appears to be accepted without question in nursing where students work 
alongside a clinician who is not their clinical lecturer, but is the person who 
has observed the students progress on a daily basis over a period of time. 
For the clinician who does not work closely with a student, the task of 
assessment must be more difficult and must raise questions in student's 
minds about the assessor's ability to make fair judgements about their 
achievements. 
2.2.4. Clinical guide 
A clinical guide is a relatively new concept, however, an initial study 
suggests that "they are making an impact through deeper learning in and 
through clinical practice" (Andrews & Roberts, 2003, p 480). They are: 
an experienced first level nurse who is able to support student 
nurses through the three years of their progranune .... guide 
and offer support to students through the educational and 
learning process; although they play no part in the formal 
assessment of the student nurses' clinical practice (University 
of Salford 2000, as cited in Andrews & Roberts 2003, p 475). 
The role of clinical guide was developed in the United Kingdom to 
encourage higher education institutions and health care providers to work 
together to develop partnerships where students were supported in practice 
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to deliver care and also monitor their learning. Andrews & Roberts (2003) 
found that due to the range of activities mentors were expected to 
undertake alongside their mentoring and assessment roles, there were times 
when mentorship was judged ineffectual and a clinical guide was seen as 
an alternative. Students felt a measure of safety when critiquing practice 
with a clinical guide because the guides were not the person completing 
their assessment. They found the clinical guide allowed them to reflect, 
discuss and think about developing strategies to work more effectively and 
avoided conflict with their mentor. 
2.2.5. Conclusion 
The terminology around mentoring and the characteristics of a mentor have 
not been universally accepted in nursing. There are four key terms used for 
mentoring-type activities. However, there is no consensus among 
researchers or practitioners about the appropriateness of language used 
relative to local situations and contexts. Roberts (cited in Colley, 2003,) 
analysed over 80 works on mentoring and concluded 'that definitions are 
both myriad and elusive' (p.30) which suggests that term descriptors are 
quite broad and open to interpretation. 
The terms 'preceptor' and 'mentor' appear to be used interchangeably 
throughout the nursing literature and because of the ongoing ambiguity 
with the terminology, for the purpose of discussion throughout this thesis, 
only the term 'mentor' will be used. Furthermore I will use the definition 
put forward by Anderson and Shannon (page 17). 
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2.3. The learning theories that underpin mentoring 
2.3.1. Introduction 
The mentor, according to Andrews and Roberts (2003), is an important 
factor in student learning and the relationship between mentor and mentee 
is crucial to the quality of the learning experience for the student. Mentors 
are expected to provide students with an extensive range of activities to 
maximise learning opportunities in clinical settings, but mentors have 
difficulty in being 'all things to all people'. In reality mentees rely on a 
number of other people to help get the best experience from each clinical 
placement. Ultimately, learning is dependant on the ability of the learner to 
utilise their knowledge, as well as the factors that guide and determine 
what it is that students want to learn (Biggs, 2002). 
According to Biggs (2000) and Garrett (1992) mentors understand their 
primary role in terms of helping students settle into their new work and 
integrate theory into practice. They also need to help students reflect on 
their primary experiences and build on these to provide opportunities for 
learning at a more critical level. When mentoring is successful it helps 
students in determining their own goals for learning, development and 
understanding, which forms the foundation of reflective practice (Knight & 
Trowler, 1999). 
Learning in practice settings is highly complex and multifaceted due to the 
variety of settings, clients and procedures that students are faced with. 
Such complexity places demands on students as they try to perform and 
achieve desired outcomes (Calderhead, 1991; Hollingsworth et a!., 1993; 
Rust, 1994; Fenimore-Smith, 2004; Smagorinsky eta!., 2004). In a recent 
study Orland-Barak and Wilhelem (2005) found, that students on clinical 
placement were expected to change what they had learned theoretically 
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into exact performances of clinical tasks, and at the same time gain an 
understanding of the meaning of the experience for themselves and their 
clients. These authors showed that students talked about their experiences 
with nurses so that they could make sense of what they were doing and 
develop a 'professional language'. They concluded that providing a rich 
array of practice experiences had enhanced student learning. 
Mentoring, in teacher education has been identified by Colwell (1998) as 
having two distinct theoretical forms: I "classical" and 2 "instrumental" 
(p.314). The first, classical mentoring, involves the mentee being guided 
by an experienced, knowledgeable and wise person who is willing to share 
these attributes with a less experienced mentee. The mutual benefit to both 
mentor and mentee of personal growth is an important part of the 
mentoring process where both mentor and mentee need to clearly 
understand each others roles and responsibilities. The relationship then 
becomes qualitative and occurs because each person choses to be there. If 
mentees or mentors are 'forced' to be 'present' then the mentoring 
becomes instrumental. 
Instrumental mentoring is founded on a much more formal relationship 
relying on external competencies and where 'levels of knowledge and 
professional competence are reached and maintained' (p.3l5). Instrumental 
mentoring has its origins in classical mentoring, and Colwell suggests that 
even when mentees are placed in instrumental mentoring situations, there 
is always an attempt to move them 'towards the centre of the education 
process, with the learner rather than the institution being the priority' 
(1998, p.315). Classifying mentoring into different types can give the 
impression that mentoring is either classical or instrumental but in reality 
mentoring appears to contain a mix of attributes and the form it takes is 
influenced by contextual issues for both mentor and mentee. 
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Key to the success for students in either mentoring style is the relationship 
to they have with their mentor but while Colwell's theory discusses the 
roles of mentors in teaching, Spouse believes there is a flmdamental 
difference between teacher education and nursing education because of the 
'one to one nature of nursing' (1996, p.35). 
An effective mentoring process m nursmg IS said to be subtle with 
competing demands on students to develop their professional ability while 
at the same time dealing with the growing demands of the curriculum. 
These place incredible strain on students as 'they move through cycles of 
high dependence to independence within each placement' as they 
demonstrate their ability to reach desired levels of competence (Spouse, 
1996, p 35). 
To help develop and understand clinical experiences, physical therapist 
students in Plack's (2006) study identified four learning strategies: 
'engagement (i.e. doing), reflection, observation and dialogue' (p.44). 
However this author found that these strategies on their own did not ensure 
that learning took place. Participants in her study discovered that they 
brought with them learning from previous experiences and also needed to 
'construct meaning' by sharing and talking about experiences with others 
in the community in which they were currently working. The following 
model represents all the concepts that Plack identified as necessary for 
student learning. The model is based on Wenger's learning strategies 













Figure 1. Student and Mentor Learning Strategies: relative to mentor-
mentee situations (from Wenger, 1998, cited in Plack, 2006). 
Sharing dialogue with others about situations and experiences allows the 
mentee time to reflect so they can understand events as they occur. A study 
by Lofinark and Wikbald (200 I) found four ways to facilitate student 
learning in clinical practice: 
1. To be allowed to take responsibility or dare to take 
responsibility or own initiative and being allowed to work 
independently. 
2. To have an opportunity to practise different tasks gave 
confidence. By succeeding, being accepted or receiving 
feedback 
3. Having good collaboration with staff gave confidence and the 
courage to ask questions or show weaknesses 
4. Gaining an understanding of the whole situation and 
discovering that they have some control over that situation 
(p.45-46). 
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Shared dialogue is a common thread in student learning throughout the 
literature but this becomes problematic when students feel they are being 
surnmatively assessed. In general, students do not want to appear ill-
informed in front of their mentor. If shared dialogue does not eventuate 
then Plack (2006) found students tended to form their own opinions and 
understanding of a situation and an opportunity for in-depth discussion and 
learning is lost. 
2.3.2. Social constructivism 
Wenger's (1998) ideas have their origins in the Social Learning Theories 
of Vygotsky (1978). Identifying teaching strategies to support student 
learning is critical for mentors if they wish to maximise learning 
opportunities tor students. 'Vygotsky's Sociocultural Development 
Theory' is a social constructivist theory of learning and development 
(Vygotsky, 1978). Central to Vygotsky's work is the Zone of Proximal 
Development (ZPD) which is defined as 'the distance between the actual 
developmental level as determined by independent problem solving and 
the level of potential development as determined by problem solving under 




Figure 2. Zone of Current and Proximal Development 
The zone of current development (ZCD) represents the 
level that a Ieamer can reach through independent 
problem solving and the ZPD as the potential distance the 
learner could reach with the help of a more capable peer. 
After successful instruction, the outer edge of the ZPD 
then defines the limits the new ZCD (Harland, 2003, p.7). 
In regard to student learning, the mentor needs to find out what the student 
knows and can already do by evaluation, assessment and judgement. The 
mentor needs to work out how far they can take a student. Developing 
student confidence and competence requires mentors to know what level of 
support each student requires (Brown eta!., 1989; Cope eta!., 2000). When 
mentor support is slowly withdrawn this should be done in a careful and 
sensitive way so that the student can move towards independence. While 
support is crucial to enable students to maximise their learning 
opportunities and extend their scope of practice, the expert clinician must 
carefully judge when to 'fade' and shift the responsibility to the student. 
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'Fading is necessary to transfer the onus to them in a controlled fashion so 
that they move through the zone of proximal development towards 
independent competence' (Cope eta!., 2000, p.855). 
Vygotsky (1978) believed that construction of knowledge occurs in the 
interplay between learners and others, with the interdependence between 
the social milieu and the individual as key to higher-order learning 
processes. Student skills and knowledge may be limited by classroom 
settings and because of this they lack experiences with real life situations. 
As a consequence students may be able to do part of a task but they do not 
have all the knowledge to complete the process and this knowledge is not 
located within themselves but shared between the mentor and student. 
Bruner (1975) suggested that cognition is therefore distributed because it is 
located in different places. Learning is reliant on factors such as the student 
being willing to share and participate, and communication styles must 
allow for knowledge to be shared in terms that a student can understand. 
The desired outcome is that scaffolding (Vygotsky, 1978) activities help a 
students' transition through new learning environments as they move on 
from requiring assistance in everything they do to unassisted learning. It is 
acknowledged that learning leads development and ideally students 
develop better learning skills as they progress. 
2.3.3. Communities of practice 
Ideas about social learning and situated cognition come together with Lave 
and Wenger's concept of communities of practice which they describe as; 
'a set of relations among persons, activity and world, over time and in 
relation with other tangential and overlapping communities of practice' 
(Lave & Wenger, 2006, p.98). 
A set of relations in a professional community can be termed 'professional 
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socialization'. This concept has been described as 'the process by which 
people selectively acquire the values and attitudes, the interests and 
knowledge and, in short, the culture current in the group of which they are 
currently working, or seeking to become a member' (Cahill, 1996, p.792). 
Alternatively, Jonson described the process as the development of a 
'professional soul' (1998, p.27) where student nurses gain an 
understanding of the culture and then internalize that into their own 
behaviour and perception of what it means to be a nurse. The results of 
Plack's (2006) study of physiotherapy students and new graduates 
established that learning the culture and norms of their profession required 
them to be totally immersed in the working environment. Mentees did not 
learn this in classroom situations, they learned by experience. The findings 
are consistent with Lave and Wenger (2006), Dreyfus and Dreyfus (1986) 
and Cope et al. (2000) that experts do not gain all the professional working 
knowledge from following rules set out in books but from experiencing a 
wide variety of situational contexts over a period of time that culminate in 
increased understanding and a maturity that gives insight into their own 
practices. It is also noted that students develop their skills by observing and 
being involved in authentic situations where they begin to interpret their 
understanding and deal with situations as they occur. 
Lave and Wenger's socio-cultural examination of procedural knowledge 
by traditional midwives, tailors and quartermasters concluded that learning 
had to make sense to adult learners and be 'situated' in real life (2006). 
Learners were considered legitimate when they understood that their 
learning took place within a framework of social participation. However, 
these authors found that their research did not address the reciprocal 
relationship between theory and practice which is a key to professional 
learning and particularly relevant to the research presented in this thesis. 
They did find that legitimate peripheral learning occurred when newcomers 
to the practice environment were motivated to become full participants. 
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These processes of communities of practice are cyclical in nature and 
become integral to the functioning of the community as newcomers are 
introduced to each practice environment. 
Brown et al. (1989) argue that 'activity and situations are integral to 
cognition and learning, and how a different idea of what is an appropriate 
learning activity, produces very different results' (p.32). Learning can be 
likened to acquiring a set of tools and to understand the world in which the 
tools are used. To succeed, students must actively use a tool and 
understand how it functions. 
The understanding of both the world and of the tool, 
continually changes as a result of their interaction. Learning 
and acting are interestingly indistinct, learning being a 
continuous, life-long process resulting from acting in 
situations ... Unfortunately students are often asked to use the 
tools of a discipline without being able to adopt its culture. To 
learn to use tools as practitioners use them, a student, like an 
apprentice, must enter that community and its culture. Thus in 
a significant way, learning is, we believe, a process of 
enculturation (Brown et al., 1989, p.33). 
If students in the clinical setting are going to be able to integrate 
professional theoretical knowledge into their clinical experience, there 
needs to be effective social interactions between the mentor and mentee 
(Spouse, 200 I). When students begin to ask questions they are often 
engaging in a process of linking theoretical and conceptual knowledge and 
Field (2004) suggests that it is at this stage where students begin to think 
critically about their own and others practice, helping to develop their own 
professional identity. However, this process may require a mentor and 
men tees understanding of the principles embedded in the Zone of Proximal 
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Development. 
Spouse (1998) believed that students are very aware of their shortcomings 
and there is always a potential for them to cause harm through their 
inexperience. There is a risk that RNM' s 'trained' in a different 
environment (when students were part of the workforce) do not understand 
the continual need to support contemporary students as they unbundle their 
theoretical knowledge to deal with the complexities of the nursing 
environment and practice. In England, a study conducted as part of Project 
2000 (Clark et al., 1997) examined the perceptions of students of their and 
preparation for community practice. Students reported resistance from 
established nurses who appeared to be protecting their own positions from 
students with a new type of education. There was no clear pathway or 
structure to support new graduates into community health positions. 
Finally, mentors can enhance learning opportunities by restructuring skills 
and tasks to manageable levels which then allows the student to master and 
become comfortable with each process. Restructuring helps students to 
develop confidence, seJt:belief and motivate students to reach their full 
potential (Cope eta!., 2000; Gray & Smith, 1999; Sanders & Welk, 2005; 
Spouse, 1998). This process requires insight from the mentor and careful 
recognition of a students' zone of current development and their 
development needs and potential. 
2.3.4. Reflective practice 
A key process in the social construction of knowledge is systematic 
reflection on the experiences of learning. Reflection is part of the ZPD 
process and scaffolding, where the learner has to have insight into their 
own learning of new skills, values and attitudes. Reflective practice can: 
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Empower nurses to become fully cognizant of their own 
knowledge and actions, the personal and professional 
histories which have shaped them, the symbols and images 
inherent in the language they use, the myths and the 
metaphors which sustain them in their practice, their nursing 
experiences and the potentialities and constraints of their 
work setting (Street, 1991, p.l). 
Nursing involves working with people, both colleagues and clients where 
there is often uncertainty, conflict, uniqueness and instability which can 
create dilemmas for both the mentors and mentees. 
In the varied topography of professional practice, there is a 
high, hard ground where practitioners can make effective use 
of the research based theory and technique, and there is 
swampy lowland where situations are confusing messes 
incapable of technical solution. The difficulty is that the 
problems of the high ground, however great their technical 
interest, are often relatively unimportant to clients or to the 
larger society, while in the swamp are the problems of 
greatest human concerns (SchOn, 1983, p.42). 
It is therefore, according to Schon, not surprising such dilemmas arise due 
to the positivist epistemology of practices, where practitioners get stuck in 
thinking that 'their definition of rigorous professional knowledge excludes 
phenomena they have learned to see as central to their practice' (p.42). 
Knowledge is demonstrated in a number of ways and some nursing 
knowledge is said to be intuitive. Nurses find intuition difficult to explain. 
They say they appear to have a 'feel' for what they are doing and they 
describe intuition as a thought process which accompanies action (Garrett, 
1992). Reflection in action occurs when a person is faced with unfamiliar 
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situations. They then think about what happened, 'they turn thought back 
on action and on knowing what is implicit in action' (Schon, 1983, p.50). 
By asking critical questions of themselves the practitioner is able to make 
sense of a dilemma and by reflecting on their actions gain greater 
understanding of what occurred, which in tum may lead to change. 
Learning to reflect is an important process as it assists people to make 
sense of their reality and equips them with the knowledge of how to 
manage and deal with practical problems, something that is expected of all 
nurses (Boud & Walker, 1991 ). These authors also propose that because 
nursing is no longer based primarily in hospital settings but in the wider 
community, the development of a nurse's 'critical ability' will assist them 
to evaluate and identify what they still need to learn, or change. Again the 
mentor's role in facilitating systematic reflection is important for this social 
construction of knowledge. 
There are many different models of reflection; students of nursing at Otago 
Polytechnic are taught Gibb's Reflective Cycle before they go on 
placement (Gibbs, 1988). 
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Figure 3. Gibb's Reflective Cycle (Gibbs, 1988) 
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Gibb' s (1988) Reflective Cycle is a relatively simple model that allows the 
student to give a clear description of the situation, allows them to analyse 
their feelings about that situation, then evaluate the experience in order to 
make sense of the experience, Students can then draw a conclusion about 
the situation and discover a way forward. 
Reflection is not an automatic or easy process according to Palmer et al. 
(1994), who found that, venturing into clinical practice and taking steps to 
be responsible for their own learning proved to be a daunting prospect for 
students. In this study, there were no definitive rules on 'how to reflect', 
and initial attempts at writing reflections tended to be more descriptive 
than analytical. Students often found being a reflective practitioner much 
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more difficult than they had anticipated. 
Reflection in nursing has encouraged nurses to be more self-aware, 
questioning the validity of their own and others actions. Reflection is a way 
of discovering 'clarity and conclusion in the midst of confusion and 
conflict' (Palmer et al., 1996, p.62). When students are encouraged to 
express their experiences through means such as 'storytelling' (McDrury & 
Alterio, 2002) they have the potential to discover new ways of thinking, 
working and questioning what they understand to have occurred. These 
authors state that learning in such a manner is a characteristic of a 
reflective practitioner. 
2.3.5. Mentor preparation 
The conventional clinical mentor is seen as an experienced staff nurse, 
more often than not selected by the head nurse. The availability of a nurse 
to fill the role of a mentor appears to be the priority when choosing 
mentors for a student and the nurse's teaching experience is a secondary 
consideration according to Myrick and Barrett (1994). There is evidence 
that students of nursing respond well to a clinical mentor who is a recent 
graduate of the same programme and students cite the new graduate as 
being more aware of the their level of knowledge; they understand the 
curriculum and tend to be more empathetic to student circumstances 
(Sword et al., 2002). Remarkably, the literature suggests that mentors tend 
not to be prepared for their mentoring role despite much research evidence 
to suggest that preparation is key to a successful mentor-mentee outcome. 
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2.3.6. Conclusion 
The strategies mentors utilize when working to facilitate student learning 
are complex. Vygotsky's (1978) work is important as it provides an easily 
understandable framework on which to base mentoring practice. If students 
are given a mentor who understands their capability and can offer support 
to extend their learning and practice, then there is every possibility that 
students will get the most out of their relationship. It is important for the 
mentor to know when to 'fade' support to foster each student's 
independence and growth. As students are socialised into practice and 
begin developing their own professional knowledge or 'soul' they need to 
be actively situated within real-life experiences (Lave & Wenger, 2006). 
Mentees then feel they are also being useful as they learn to apply their 
knowledge to practical situations in communities of practice. 
Being actively involved in practice often creates uncertainty for mentees as 
they try to make sense of their experiences. Reflective practice can assist 
students to become more self-aware and enable them to ask critical 
questions of themselves and their mentors. The resultant dialogue helps the 
students to understand the reality of practice and gain insight into the 
meaning of their experiences in the complex mentor-mentee relationship. 
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2.4. What makes a good mentor-mentee relationship? 
2.4.1. Introduction 
Mento ring has the potential to benefit both the men tee and the mentor. For 
the mentee it has been reported that the mentoring experience helps 
successful career development in terms of professional socialization, 
increased confidence and competence and job satisfaction (Arnoldussen & 
White, 1990; Rankin, 1991; Angelini, 1995). Being a mentor to students 
also gives rise to many different learning opportunities for the mentors 
themselves and enhances their practice. 
2.4.2. What mentors say 
A theme evident in the literature is that Registered Nurses who believe that 
mentoring students is an integral part of their job are much less likely to 
see mentoring as an imposition (Atkins & Williams, 1995). However, the 
degree of support a mentor is given by other colleagues certainly impacts 
on the ability of mentors to support their students (Wilson-Barnett et a!., 
1995). It was important that mentors had workplace colleagues to discuss 
problems that arose, and also that colleagues were able to assist with 
workloads. Mentors in this study were concerned that something had to 
'give' when there were competing demands on their time and client care 
took precedence over their mentoring of students. As a result mentors 
tended to use spare time to catch up with students. It does seem unrealistic 
that most mentors' workloads are not adjusted to account for the time 
mentoring takes. On a more positive note, mentors who were recent 
graduates (see Sword eta!., 2002) said that their role in supporting students 
kept them connected with nursing programmes, helped maintain currency 
in their practice and highlighted for them the current issues facing nursing. 
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The facilitation of clinical placements for nursing students in Primary 
Health-Care settings provide and expose students to rich learning 
environments. An added bonus is that students may return to work in 
Primary Health Care which potentially helps the recruitment and provides 
nurses for mentoring roles in the future (Sibson & Machen, 2003). These 
authors suggest that a direct benefit to practice is the opportunity 
mentoring gives Practice nurses to be involved directly in nurse education 
enhancing their self-reflection and further developing of confidence in their 
role as a Registered nurse (see Atkins & Williams, 1995; Eps eta!., 2006). 
Including students in nursing teams creates opportunities for discussion 
about practice enabling the mentors and mentees to evaluate their work, 
while also creating learning opportunities for others who may be involved 
in working with a student (Sibson & Machen, 2003). 
2.4.3. What mentees say 
It has been shown in many interviews with students e.g. Andrews and 
Chilton (2000), Chow and Suen (2001), Gray and Smith (2000) and Papp 
et a!. (2003), that they expect a good mentor to be available and 
approachable in order to address problems or concerns as they arise, and 
that mentors give constructive criticism and appear interested in them. In 
Cahill's (1996) study, students clearly wanted consistency, genuineness 
and respect. Students also expected that the level of support would alter 
from direct supervision to guidance as they moved through transition from 
student to staff nurse. Such an idea is congruent with moving through the 
ZPD while the scaffolding metaphor suggests a gradual withdrawal of 
support as a student masters a new skill. 
A positive mentor-mentee relationship is based on partnership and mutual 
respect (Cahill, 1996; Andrews & Wallis, 1999) and student participants in 
Gray and Smith's (2000) research said that good mentors included them in 
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activities and made time for them. These students reported that they liked 
being given feedback on their performances. However, in this study nearly 
all students reported having had poor mentor experiences which suggests 
that idealised visions of mentoring and men to ring reality can differ. 
'Poor mentors broke promises, lacked knowledge, expertise and had poor 
teaching skills' (Gray & Smith, 2000, p. 1546). They also appeared 
disorganised which made the students uncertain of what was expected of 
them. In this study students also reported that poor mentors tended to be 
controlling and not let them practice or 'threw them in at the deep end' 
Mentors who did this were called 'dumpers' by Darling (1985) as they 
expected that students would learn to swim in the process. Such behaviour 
seems to illustrate a total abandonment of mentor responsibility for 
facilitating learning and it left the student in a vulnerable situation. 
Students deal with such situations in a variety of ways and those in Gray 
and Smith's study did so by keeping a low profile. Some managed to spend 
less time with a problematic mentor, while others reported their 
experiences to the Charge nurse at the end of the placement. 
Negative situations can change for students merely through improving 
communications. According to Dunn and Hansford (1997), interpersonal 
relationships are crucial to the development of a positive learning 
environment. Andrews and Wallis (1999) concur with these authors but 
went further to identify prerequisites for 'good' mentoring that include 
approachability, effective interpersonal skills, adopting a positive teaching 
role, paying appropriate attention to learning, providing supervisory 
support and professional development ability' (see also Darling 1984; 
Earnshaw, 1995; Rogers & Lawton, 1995). Importantly students in a study 
by Andrews and Wallis (1999) saw mentors as playing a key role in 




The mentor-mentee relationship appears to work best when both parties 
understand their respective expectations and roles and demonstrate a desire 
to be active in the relationship. Mentoring is a task that requires 
cooperation from work colleagues to ensure that the mentor is also 
supported in the clinical environment. There are identified benefits to both 
mentor and mentee and these include developing confidence and 
competence and greater insight into one's own practices. Communication 
between the mentor and men tee is crucial to the outcome of the placement 
and for mentoring to be effective mentors needs to be approachable and 
open to acknowledging potential barriers to learning. 
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2.5. The problems with mentoring 
2.5.1. Introduction 
There are challenges for both mentor and mentees during clinical 
placements. Uncertainty can arise around roles and expectations. Common 
issues that have arisen for mentors are managing their time to 
accommodate students, assessment of students and the relationships 
between Higher Education Institutes (HE!) (who are responsible for the 
students), mentors and mentees. Student stress and lack of time are 
common themes that occur in placements. The following section explores 
the literature in relation to these issues. 
2.5.2. Understanding roles and expectations 
The Practice nurses in a study by Sibson and Machen (2003) reported 
having to considerably reschedule their work to enable them to effectively 
facilitate the student. It was significant that Practice Nurses found that the 
facilitation of students took significantly more of their time than they had 
allowed for. For students, uncertainty about what to expect from being 
placed in new environments and having to work with mentors whom they 
did not know caused anxiety. 
Three requirements were identified by Jonson (1998) for developing a 
mentor-mentee relationship based on trust. These are: 
1. Investment of time: Cahill (1996), Colwell (1998) and Fowler 
(1996) all found that there was an expectation that mentoring 
relationships would take place over a long period of time. Jonson 
(1998) found in her study that when a mentor mentee relationship had 
to be developed in a short- time frame, that there was a need for open 
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dialogue and also the need to give positive feedback from the start. 
2. Respect: Mentors work to foster relationships with students by 
encouraging them; listening to their concerns and helping students 
work through difficult situations, while showing respect. 
3. Attraction: Jonson's third factor was not so easy to achieve when the 
nature of placements is over a short-time frame and when attraction 
was considered not to be the primary basis for assigning a mentor to a 
student. Atkins and Williams (1995) also demonstrated that mentors 
often had difficulty getting to know their students when clinical 
placements were of short duration. However, it was observed the most 
successful mentor-mentee relationships appeared to work best when 
mentor and mentee liked spending time together and actually liked 
each other. 
Gehrke and Kay (1984) have also suggested that personal growth of both 
the person mentoring and the person receiving the mentoring is a key 
aspect of an ensuing relationship. 
Of course there is no guarantee that meeting the above criteria will ensure 
success in learning for students or mentors but taking time, respecting each 
other and working to get along with each other must increase the likelihood 
of developing a positive mentor-mentee relationship. Timmins and 
Kaliszer (2002) found that students in clinical ward situations developed 
stress when interpersonal relationships with staff were problematic. Such 
experiences had a negative impact on a student's perceptions of their 
placement. The students also reported that their relationships with clinical 
teachers and clinical co-ordinators affected them similarly. However, the 
most noticeable feature of this study was the financial constraints for 
students. Ninety nine percent reported finance-related stress which appears 
to be a recent phenomenon as students take on a larger proportion of the 
cost of their education. Many had to work to meet their financial 
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commitments and mentors and academic staff have not appeared to address 
these concerns. 
While anxiety can be a barrier to students being successful in achieving 
clinical outcomes, not all suffer to severe levels. Spielberger (1966) found 
that for those who did experience anxiety to a high degree there was a 
significant impact on the perceived consequence of failure and evidence of 
misinterpreting events and incidences and memory blocks. It has been 
reported that anxiety can be an obstacle that puts students in jeopardy of 
failing their entire programme (Meisenhelder, 1987). Although 
Meisenhelder's research is nearly 20 years old little has been reported since 
to contradict this study's findings. 
Another major issue that creates anxiety for students, particularly when 
they are young, is that mentors are usually older than the mentees resulting 
in a natural difference in power. Colley (2003) suggests that the 
effectiveness of mentor-mentee relationships is achieved through power 
imbalances being minimised. Mentors have experiences and knowledge 
that students have not had opportunities to develop and therefore they 
cannot be on equal terms. However, the way mentors use their power when 
working with students appears the key to how well students respond to the 
perceived inequality. It is a normal phenomenon for students to view the 
mentor as the 'judge and evaluator' (Meisenhelder, 1987, p.28), however, 
it is also important that mentors know how to reduce the threat they pose. 
Reassurance by mentors to mentees that they are there to encourage and 
help the student grow and learn are vital if levels of anxiety are to be 
effectively reduced and this places an extra demand on the mentors time. 
2.5.3. Workloads and time 
Mentoring is a time consummg activity and time 1s often the biggest 
44 
constraint on effective mentoring (Atkins & Williams, 1995; Wilson-
Barnett et a!., 1995; Watson, 1999). Mentors have to learn to manage time 
an extra workload which can create conflict at times when the mentor has 
greater responsibilities to client care. Atkins and William's research 
showed that if mentors felt men to ring was an integral part of their role and 
that they had some control over their workloads, then the task of mentoring 
was less onerous. 
Because of the enormous pressures on mentors from other responsibilities, 
Neary (2000) believed that mentoring students should mean that the 
mentor became 'supernumerary to the nursing team' (p.473) so they could 
be a full-time teacher to the student. While this author gives an indication 
of how this would work in the secondary care setting where there are 
numerous staff, in Primary Health Care settings in New Zealand nurses 
who are mentors often work alone, and they have no other colleagues with 
which to share the workloads. 
A small qualitative research study undertaken by Sibson and Machen 
(2003) in England, looked at the effectiveness of clinical placements 
facilitated by Practice Nurses. The study demonstrated that students 
progressed more consistently than another group of students placed with 
comparative health-care sectors. Again they found that pressure created by 
the lack of time was greatest problem in a student's placement but also that 
problems were compounded when a 'proxy mentor' had to be found to 
work with the student when the mentor was unavailable. 
Research into problems for students on clinical placements also found that 
the working day was long, there was a financial cost for students getting to 
their placements and students felt that they had had little preparation for 
working with clients (Sibson & Machen, 2003). These authors suggested 
that these problems were ditlicult to overcome and they offered no 
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solutions. However, similar issues were identified by Timmins and 
Kaliszers (2002) who believed that consideration should be given to 
students to reduce their clinical contact time which would enable them to 
meet the long working day and their part-time work commitments, 
therefore better managing their financial obligations. 
It is difficult to compare clinical hours in different countries as the 
regulatory bodies set their own minimum requirement. However levels 
may differ significantly. In New Zealand the Nursing Council of New 
Zealand have set the minimum level of clinical hours at 1500 hours over 
the 3 years of the undergraduate programme but are currently planning to 
reduce this to II 00 hours. In contrast in Australia the total numbers of 
clinical hours is presently 944 (University of Melbourne, 2006). Reducing 
the time students spend in experiential learning situations potentially 
allows more time to manage their financial commitments, however, it also 
has the potential to effect clinical experience and may also impact on a 
mentor's capacity to assess competence. 
2.5.4. Assessment 
A major issue for both mentor and mentee is that of surnmative 
assessment. In England and Wales, the National Boards suggest that the 
roles of mentor and assessor should be separate, however, in many practice 
settings mentors do act as assessors (Andrews & Wallis 1999). The reality 
for students, according to Neary (2000) is that they accept that their mentor 
might assess them. Neary found that students appeared happy about this 
long as they felt their assessors were well trained, fair, competent, skilful 
and knowledgeable. Students have no way of knowing that this will be the 
case. With regard to formative assessment, research suggests there are a 
variety of ways students receive feedback to help learning and students are 
happy to get constructive comments. 
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Watson (2000) suggests that some mentors expenence anxiety about 
assessing students who they considered to be the 'new breed of academic 
students' and some avoided working with them in case they were asked 
'academic' questions that they felt unable to answer. In this study it was 
also evident that students learned to get on with their assessor as this was a 
sure way of being successful in the programme. In Watson's study the 
stress caused by having to uphold clinical standards and fail a student was 
seen as immense and it was during summative assessments that mentors 
expected and needed the support of Higher Education Institutes (HEI) and 
the clinical lecturers. It was also suggested that lack of support in this 
situation may contribute to the problem of mentor retention. 
2.5.6. Relationship between mentor and the tertiary institution 
The literature suggests that an important link between the mentor and 
mentee is the clinical lecturer from the HEI. Issues that surfaced in 
Pulsford et al's (2002) study were that mentors wanted more information 
about students, they would have liked more contact prior to placements and 
in particular, they would have liked to receive information on a student's 
progress in the programme. This study suggested that mentors wanted to 
receive feedback on their mentorship from the students, but this rarely 
occurred. They also wanted to know if students felt that changes needed to 
be made and that they could not address these if they did not know about 
them. When looking at the support systems nurses required when they 
became mentors, both Watson's (2000) and Pulsford et al. concluded that 




Mentoring students is certainly a complex situational phenomenon that 
creates complex problems for both mentors and mentees. There IS an 
expectation that mentors will add mentoring to their already busy 
workloads and time to mentor students effectively is a significant issue. 
The relationship between mentor, mentee and clinical lecturer often 
determine the outcome of a placement for a student. When summative 
assessment is part of the mentors job. Students may employ strategies to 
keep a low profile so as not to stand out. However, this may also limit their 
capacity to Jearn. 
The literature suggests that mentors require more support and information 
from HE! about students and the assessment processes. Students expect 
that mentors assess them fairly and that they are competent to undertake 
the process. 
Students are generally anxious about new work environments for a variety 
of reasons but mentors can also be anxious, especially those who are 
cautious about the 'new breed of academics' they provide mentorship for. 
This situation appears to make both mentees and mentors more cautious 
when sharing experiences until both have gained a better understanding of 
each other's expectation as they develop a working relationship based on 
trust and mutual respect (Cahill, 1996). Finally, there is a need for HE!' s 
and work places to improve communication. HE!' s should review their 
level of support for mentors and mentees in clinical environments. 
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2.7. Literature review summary 
There is an abundance of published research on the issue of mentoring, 
particularly in relation to student nurse-education. However, there is still 
tmcertainty about the definitions, the role and the impcrtance mentoring in 
student learning. The term 'mentor', appears to come with a multiplicity of 
meanings but all authors support the concept that a mentor needs to be 
trustworthy, honest and supportive of students and their learning needs. 
These ideal mentor criteria are, of course, dependant on the selection of the 
Registered Nurses (Myrick & Barrett, 1992) and their desire to mentor a 
student. 
The review found that mentoring had benefits for both mentor and mentee 
when the relationship worked well, resulting in new confidence, and 
personal and professional growth. The experiential learning opportunity 
offered students insight into the professional world of nursing when they 
had the opportunity to experience real-life situations and be involved in 
client care under direct supervision of the mentor. 
Key learning theories that can help us understand mentoring and guide 
practice are centred on social constructivism. These are: 
1. Socialisation. Students are introduced to the attitudes, values and 
operational knowledge necessary to begin practising in authentic 
situations (Gray & Smith 1999; Knight & Trawler, 1999). 
2. Scaffolding learning. Skills utilised by mentors to support 
students as they move towards independent learning as described in 
Vygotsky's Sociocultural Development Theory (Vygotsky, 1978). 
This includes knowing when and how much to support to give a 
student and when to withdraw that support if students are to develop 
and move from the Zone of Current Development through to the 
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Zone of Proximal Development. Careful monitoring and support of 
the mentee by the mentor is required to successfully achieve leaming. 
3. Reflection. This learning tool is used by nurses and students as 
they systematically think about their practice. Reflection encourages 
self-awareness, insight and understanding of events as they affect 
nursing care. Reflection also assists students to recognise issues with 
in their practice and allows them to explore their potential for 
implementing change. Ensuring that students have the time to reflect 
enables them to construct meaning of their experiences. Furthermore, 
when they incorporate reflection as part of their everyday practice 
they have a useful tool that can help them find their way through 
SchOn's "swampy lowlands" (1983, p.42) where students often 
struggle with uncertainty and lack of clarity around nursing and client 
1ssues. 
Research shows that anxiety and stress are prevalent factors for students on 
clinical placement and student success depends greatly on how that anxiety 
is managed. Students can feel anxious about what is expected of them and 
tmcertainty of what mentors expect them to know. Students require 
differing degrees of support and the literature strongly implies that the 
nature of support is dependent on the relationship developed between 
mentor and mentee. 
Students want a fair and honest assessment by their mentors but mentors 
may not be trained in assessment. Andrews and Wallis (1999) (cited in 
Duffy et al., 2000) reaffirmed the perception that nurse educators have a 
responsibility to ensure the quality of placements through monitoring and 
provide support for the nurses who are working as mentors. 
The opportunity to explore mentoring from both mentor and mentee 
perspectives is one that I consider important to my role as a course 
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coordinator responsible for a mentoring programme m Primary Health 
Care. I feel a burden of responsibility for all groups involved and 
tmdertook the current qualitative study with a view to improving my 
practice, the experiences of the mentors and students I work with and 





Methodology seeks to explain the method chosen for the collection, 
analysis and representation of data. To provide a rationale for this, I offer 
some thoughts on my ontological and epistemological conceptions. 
I work as a teacher in a Primary Health Care Course and this research carne 
about because of the stories my fellow lecturers, Registered Nurse Mentors 
and students told about their experiences of mentoring. Not all of these 
stories were positive and I felt I needed to gain greater insight into what 
was really happening. 
The ontological assumptions of this project inform my beliefs and values 
as a researcher and teacher. 'Ontological claims are about assumptions that 
are made about the nature of social reality, claims about what exists, what 
it looks like' (Blaikie 2000, cited in Grix, 2002. p.l77). It was therefore 
important for me to consider the value of this research to my work as a 
lecturer and the potential effects of such research on all the participants. 
The theoretical factors underpinning my project had to be addressed as part 
of my ethical stance. The process I embarked on allowed me to develop a 
new insight into being a researcher, giving me an awareness of the need to 
be true to both the participants and myself. I also needed new knowledge to 
inform my developing epistemology of practice. 
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Epistemology is about the theory of knowing. Therefore epistemology 
focuses on the knowledge gathering process and is concerned with 
developing new models or theories that are better than competing models 
or theories' (Blaikie, 2000, cited in Grix, 2002. p.177). My epistemological 
understandings for this qualitative research project are based on four 
criteria and my belief is that when they have been met I will have gained 
useful knowledge that has true meaning and adds to the body of theoretical 
knowledge on mentoring. These criteria (see Glaser, 1992) are 'fit', 'work', 
'relevance' and 'modifiability' and they will be discussed later in the 
chapter. Importantly I recognise that my epistemology is founded on my 
ontological position and these ideas will also be discussed in detail. My 
interpretation of the interrelationship between the building blocks of 




there to know? 
\\1hat and how can 
we know about it? 
Methodology 
How can we go about 
acquiring that knowledge? 
\'\/hich precise 
procedures can we 
use to acquire it? 
Figure 4.. Conceptions of Methodology. This figure illustrates my 
conceptions of ontology and epistemology and how they impact on 
research methods. Adapted from Hay (2002), cited in Grix, (2002. p.l80). 
In this chapter the methodology will be discussed under the following 








can we collect? 
3.2. Method 
3.2.1. Introduction 
The process for accessing participants with whom to explore both students' 
and registered nurse mentors' experiences of mentoring, meant there were 
some important protocols and issues to be considered before commencing 
the research project. I read about methods and discussed how to obtain 
appropriate data with my supervisor and decided that recording 
participants' reflections on their experiences was going to give me a rich 
source of information that would allow me to illicit understanding and gain 
insight into the world of mentoring. The method chosen to analyse the data 
for this project was grounded theory (Glaser & Strauss, 1967). Grounded 
theory is an approach that is particularly useful when there is little known 
about the subject or the social and cultural processes being investigated are 
unclear. The grounded theory process utilised is explained in the following 
paragraphs. 
This research used a qualitative research method to build on the findings of 
the pilot study. Unstructured interviews using open ended questions were 
the primary method of data collection and this provided a constructivist 
interpretative theoretical perspective (Langford, 2001). In other words, the 
method did not seek to be predictive, rather allowed for the construction of 
theory through an inductive approach to data analysis (Guba, 1990). This 
qualitative research method allowed me to discover the range and depth of 
both the Registered Nurses and students' mentoring experiences at the 
same time. The data collection and analysis process will reflect this parallel 
pathway. 
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3.2.2 Accessing the participants 
Registered Nurse Mentors (RNM's) working in Primary Health Care 
(PHC) were invited to participate in this research project. They were 
considered as potential participants because of the number of second year 
nursing students they mentored each year and because of their knowledge 
and range of experiences with mentoring students. Letters were sent to 18 
Registered Nurses who fulfilled these criteria and who work as Practice 
Nurses in the greater Dunedin Region. The first 8 to reply were chosen as 
participants tor the project. One participant withdrew from the project due 
to the unsuitability of timing of the research interview and was replaced by 
the 9'h respondent. 
The Registered Nurses participating in this research had undertaken many 
different types of training and education in order to gain Registration as a 
New Zealand Registered Nurse. However, the nurses are viewed by the 
Nursing Council of New Zealand as having equal registration, with 
specifically defined scopes of practice as Registered Nurses. 
For the students, a notice (Appendix 2) requesting their participation was 
placed on the year three notice-boards at the School of Nursing. Students 
who showed interest were then able to contact the researcher to request 
further information. They were then given an information sheet (Appendix 
3) and consent form (Appendix 4). Eleven students responded to the 
request and again the first eight to reply were included in the study. 
The eight students who were invited to participate had completed the 
s<'~vnd year of their nursing course the previous year, and had moved into 
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year three of the undergraduate nursing degree programme. The students 
were no longer being assessed in any way by the researcher or involved in 
work experiences with the Registered Nurse participants. 
There was no attempt to match the mentor with any of the mentees during 
the research. Such a strategy was seen as risky because participants may 
have been able to identify each other from circumstances and examples 
used. This separation was made clear to both students and mentors so they 
could feel safe to openly discuss their experiences, and know that their 
anonymity would be ensured. 
The participants were all given a description of the project aims to consider 
before they agreed to become involved in the research, which was designed 
to encourage them to reflect and gather their thoughts on their experiences 
of mentoring and being mentored prior to the interviews. 
Each Registered Nurse participant was sent an invitation to take part in the 
research (Appendix 5), an information sheet (Appendix 3) and a consent 
form (Appendix 4) to sign if they agreed to be involved in the research 
project. Once the consent forms had been signed and returned to the 
researcher the participants were all telephoned to make arrangements for 
the interviews. 
3.2.3. The participants 
The nurses were reasonably representative of the New Zealand Registered 
Nursing workforce which comprises predominantly women with an 
average age between 45-50 years (MOH, 2003; Green, 2006). The RNMs' 
were all female, aged between forty two to fifty five years. They had 
worked as Registered Nurses for a number of years with six gaining 
registration in the 1970's, one in the 1980's and one in the 1990's. The 
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length of time they had worked as practice nurses ranged from eight to 
twenty three years, and all had worked as mentors to second year students 
for five to ten years. 
The number of students that nurses mentored varied between two to six per 
year. Because of the small number of nurses working as RNM's in the 
region specific details of the practices in which they work will not be 
given, however, they do come from a variety of general practice situations 
with some having only one practice nurse and others having several. Seven 
of the mentors worked full time, one worked part-time. 
The students were also all women, their ages ranged from twenty one years 
to forty six years; all were fulltime students studying in their third year of 
the Bachelor of Nursing programme. 
3.2.4. Approach 
This study was ethnographic and focused on the social and cultural 
contexts of student mentoring in Primary Health Care (PHC). Ethnography 
was seen as an appropriate technique because I was an insider in the 
context that I am a nurse, a nurse educator and I am in part responsible for 
the mentoring scheme being studied. Thus the inquiry started with my 
personal experiences in the research setting and knowledge of qualitative 
research techniques (Wolcott, 1999). Data collection was largely based on 
interviews and inductive analysis. The interviews were unstructured and 
were used to explore issues for both mentor and mentee around mentorship 
and learning in the PHC environment. Interviews were chosen because 
they allowed for exploration of the issues around the topic of mentoring. 
Unstructured interviews allow for a large quantity of data to be produced. 
There are potential difficulties in coding and analysing such data (Polit & 
Bungler, 1993), however, in this current study this was not an issue. An 
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ethnographic approach was chosen because the intention of the research 
was to discover how both mentors and mentees experienced mentoring. 
Such qualitative inquiry can provide in-depth and credible accounts of the 
lived experiences of respondents and at the same time produce research 
accounts that both contribute to theory and have utility for the reader 
(Patton, 2002). 
3.2.5. Data collection 
Interviews were arranged for students over a four week period in August 
2005. The students were offered a choice of interview setting and times 
that were convenient for them. All students understood that the interview 
could last for approximately 1 hour. They mainly chose to have their 
interviews at the Polytechnic as they felt that this was more practical. 
The Registered Nurses interviews were deliberately held in September 
2005 to fit in around a major immunisation campaign that was impacting 
on the Registered Nurses already busy schedules. Four of the mentors 
opted to have the interviews in their workplaces during work time while 
the other four chose their own homes for the interviews. Three of these 
were in the nurses own time, after hours. 
The interviews were recorded on a digital recorder. They were then 
transcribed and printed for the researcher and checked for accuracy against 
the recorded interview. Once completed the transcriptions were then sent to 
the participants for verification of accuracy. At this time the participants 
could ask to have any information deleted or added to improve the data and 
ensured they were comfortable with the information they had shared. At 
this point, two participants asked for the removal of specific information 
and this was done in compliance with their wishes. 
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3.2.6. Field notes 
A number of strategies for lifting the quality of the research have been 
outlined by Lincoln and Guba (1985). In my work I used the following 
strategies which were documented in field notes throughout the study. 
1. Prolonged engagement. 
This was achieved by spending three years in the area of the research. 
Throughout the project I maintained my clinical lecturer position, 
working with students and RNM' s involved in the research and also 
those outside. I have been able to observe and compare my 
interpretation of events with my ongoing practice 
2. Persistent observation. 
This strategy was particularly relevant in data analysis in which 
emergent themes could not be dismissed or were supported by more 
evidence. Continually reviewing the data and comparing field notes 
clarified the emergent themes and areas of further enquiry. 
3. Triangulation. 
In this study I considered evidence from the different perspectives of 
nurses, students and my own practice. 
4. Peer debriefmg. 
By sharing information with peers and a critical friend who has an 
understanding of mentoring, I was able to clarify my thoughts about the 
study. I had informal discussions with a colleague who has intimate 
knowledge of my position as a clinical lecturer and researcher and I 
valued her ability to ask me questions that challenged my thoughts. 
5. Negative case analysis. 
In this study I was particularly alert to instances of both agreement and 
disagreement. 
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6. Member checks. 
Participants had the opportunity to read their transcripts. The 
participants in the current study had their transcripts returned to check 
for accuracy but will not see the finished thesis until it has been 
marked. Participants will however have an opportunity to do so later as 
an article has been sent to an international journal, when published this 




Formal interviewing of Registered Nurses and students was a relatively 
new role for me. Throughout my nursing career and my time as a lecturer I 
have been involved in informal interview situations on a daily basis and it 
was interesting to experience how different the situation became when a 
digital data recorder was placed between myself and a participant. I was 
nervous and was aware that if I felt like this then the participants probably 
felt the same and I needed to develop a rapport to put them at ease and 
overcome my own nervousness. 
3.3.2. The way I work 
During the preparation for the interviews I was unsure of my ability to just 
listen without interrupting the participants while they spoke, and I was 
concerned that relevant questions would not be asked, or that I did not pick 
up on important issues. Determining what was relevant was difficult at the 
beginning of the process because I was unsure of what the important issues 
were. The implementation of a pilot study the year before had allowed me 
to gain some confidence around the process. Key points I needed to 
remember were that it was alright for the participants to pause, to think, 
clarify or recollect their thoughts about their responses before answering 
any of the questions. It was important not to rush in with conversation 
during the quiet moments, and not to interrupt the participant's train of 
thought. It was, however, important to keep on track with the topic of 
mentoring. Having to make notes for prompts as the interviews progressed 
meant that I needed to employ all of my senses to ensure the participants 
felt listened to, and that they had my undivided attention. Remaining 
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focussed on the participants conversation meant that when they required 
prompting to illicit deeper thought, or further probing of an issue, I was 
able to do this appropriately. Examples of generic prompts used were: ·can 
you tell me more about.. .... ', or 'What did you think about.. .. .', and by 
the use of encouraging comments such as 'I see ...... ', or, 'When was 
that.. .. .' 
The overriding tension for me as the researcher throughout the interviews 
was that I felt an enormous sense of responsibility to use the information 
shared by the participants in a manner that would genuinely reflect their 
experiences. McEvoy (2001) believes 'a researcher's position as an insider 
may also blur the distinction between overt and covert research' (p55). It 
was important to me that the participants understood why I was doing this 
research and that there was no hidden agenda, I was not trying to trick the 
participants into sharing experiences that they felt uneasy about. I needed 
to be sure that the participants were not intimidated, or wary of sharing 
sensitive information as this could have the potential for damaging the 
ongoing relationships between us and limit the depth of data collected. 
The Registered Nurse Mentor's experiences that emerged from the data 
were inevitably my understanding and interpretation of what was being 
said, so while the method chosen (that of 'active interviewing' and 
'inductive analysis') was ideal tor obtaining knowledge, it was impossible 
to do this without the researcher's biases having some influence on the 
finished product (Mishler, 1986). I believe that grounded theory required 
me to use a special duty of care in the pursuit of new knowledge and truth. 
By truth I mean the reality of the experience for the participants. In 
working to achieve a duty of care with the data I hoped participants felt 
their contribution would be valued. Reinforcement of that value was 
reiterated to participants when they telephoned or queried their 
contributions in writing. 
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3.3.3 Dealing with risk 
'Qualitative research is considered non-invasive' (Morse, 1991, p.269) and 
as such it was important to me that during the discovery of new knowledge 
any risk to the participants was addressed and that they were provided with 
a level of protection from issues of: 
1. Embarrassment. 
There was the potential for participants to feel a level of 
embarrassment from sharing experiences which on reflection, the 
participant may later have felt their experience reflected poorly on 
themselves or others. 
2. Anger. 
While talking is known to have therapeutic benefits there remained a 
risk that the research gave participants opportunities to vent their 
feelings or get off their chest issues that had not previously been 
addressed either by the mentor or mentee. 
3. Invasion of privacy. 
Participants needed to know that they only needed to disclose 
information that they were happy to impart, that their anonymity 
would be maintained and only information relevant to the research 
would be considered for analysis. 
4. Misunderstandings. 
I learned the value of being very clear in relaying my expectations of 
what I required from the participants during the interview process. 
5. Conflicts of ideas, opinions and values. 
Conducting research to gain insight and understanding of 
participant's experiences was going to expose the diversity of 
thoughts and values of the mentors and mentees. The divergence of 
cultural beliefs and values of individuals is an inherent fact of New 
Zealand as a multicultural society and as a researcher I needed to 
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respect individuals' rights to their opinions. 
Throughout the research process the participants may have disclosed 
personal information, possibly as they responded cathartically and it was 
important that I as the researcher thought about the effect the experience 
may have had on the participants. To help participants cope with 
uncovering and exposure during interviews they were offered the 
opportunity to debrief after the interview, they were advised of the 
opportunity to gain additional support from their professional nursing 
body, New Zealand Nurses Organisation, colleagues in practice, friends 
and family. In addition, students were able to seek support from their 
student body the Otago Polytechnic Student Association, if they felt the 
need. They were also advised that I was available to discuss any issues that 
they may have been concerned about and that my supervisor was available 
if they had issues about the project or the manner in which it had been 
conducted. 
3.3.4. Conclusion 
Throughout the process I had to be aware of my pre-existing knowledge 
and ontological stance and how those influenced the research process. I 
was concerned when participants made statements and then wanted to 
withdraw them when I thought they were valuable for the project. 
However, I had to remain true to my ontological position and agreed to 
remove those as requested. Interestingly though, one instance of a 
participant asking for information to be removed from the transcripts lead 
me to think about the situation and I felt that even though the data was 
removed I learned a valuable lesson. My knowledge was enhanced by the 
fact that I had gained an understanding of the issue for the participant, and 
because of this I was able to change my way of working to ensure the 
particular participant felt more supported, thus re-enforcing her feelings of 
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In this section I explore how I obtained and interpreted knowledge. I see 
knowledge gained through sharing of reflections on experiences, as a co-
construction (Kvale, 1996), however, it is filtered through me and this 
research is my interpretation of the mentors and mentees experiences of 
mentoring. I will discuss this 'interpretive approach' by examining the 
stories of the participants as I attempted to understand their realities of 
being a mentor or mentee. 
Although the collaboration and co-construction of knowledge was 
invaluable I recognised that there was a signiticant power imbalance 
between myself as the researcher and the researched and that there were 
other methods that could have been used such as collaborative action 
research. However, having made the decision to use an interview approach 
I then needed to free myself from the anxiety of any thoughts about other 
methods being more appropriate. 
I wore many hats when conducting the research; the participants felt they 
were 'helping' me as I was the researcher, and known to them as a 
Polytechnic supervisor or their clinical lecturer. As a researcher I felt that 
the knowledge belonged to me and was my interpretation of what was said. 
As stated the participants were sent from a copy of their transcripts for 
comment, I recognised that by doing this there may have been a cause for 
possible conflict if any participant felt they have been misrepresented. This 
was not the case. 
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It was vital to keep an open mind and listen to what the participants 
recounted of their experiences and to keep asking the question, what is 
going on here? This approach enabled me to develop a platform from 
which I could look for similarities and differences across the research and 
potentially construct substantive theories (Glaser, 1992). Grotmded theory 
is concerned with the analysis of the data, where the 'theories' emerge 
through the researcher and in this current research I certainly do not claim 
generalizability (i.e. that all mentors in a population would do the same). I 
was aiming to understand the idiosyncratic nature of the lived experience 
of mentors and students and was concerned with what might be learned 
from the research. 
My regular meetings with my research supervisor were instrumental in 
checking that the developing theories remained grotmded in the data and 
that I was following the research pathway accurately. There were four key 
points I needed to keep in mind when I began: 
I. It was my responsibility to decide which information was 
relevant to the research topic. 
2. I needed to be careful to use language that showed no bias 
towards age, gender or ethnicity. 
3. Findings were to be reported accurately. 
4. The results of the research will be published so that interested 
readers can determine the credibility of the study for 
themselves (Cresswell, 2003). 
Glaser's explanation of how to judge a grounded theory was reliant on four 
central criteria being met, these are 'fit', 'work', 'relevance' and 
'modifiability'(Glaser, 1992). By 'fit' he meant that participants will 
recognise the theory as based in reality. To 'work' the theory needs to be 
capable of distinguishing the differences between participants' behaviour. 
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If the research achieves the above two factors, then the theory is shown to 
be relevant. It is important that research is not set in concrete so that when 
new information is discovered, the research can be modified to allow for 
the inclusion of emergent properties and categories. 
In the current research it was clear that the participants and myself each 
had their own understandings of mentoring and it was important that the 
interviews were examined to determine how their views were similar or not 
to mine. The variation in participant data allowed for the development of 
theoretical categories such as; support, communication, expectations, client 
and student safety, student learning and professional responsibility. These 
were enacted in different ways by each participant. As both 'fit' and 'work' 
were present in these categories then research relevance in this context was 
achieved. As the research progressed and new ideas carne from the analysis 
stage, research outcomes were refined and modified until this process 
reached a conclusion with the writing of this thesis. Until the research is in 
the public arena aspects of Glaser's (!992) criteria 'fit and 'relevance' will 
not truly be tested. 
3.4.2. Interpretive approach 
The qualitative research method used for the study was aimed to discover 
both the range and depth of the Registered Nurses' mentoring of students 
and the experiences of students being mentored by Registered Nurses. This 
involved describing the what, why and how of mentoring, the minutiae of 
practices, and their impact on student learning. New theories are an 
important goal and it can be problematic in one sense if the outcome is a 
rediscovery of what is already known. A crucial skill in achieving new 
theory was by listening and exploring the reflections of mentors and 
mentees with each new insight offering new lines of thought to explore 
(Glaser, !992). This exploration depended both on how I engaged with 
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respondents and my theoretical understanding of mentoring. 
The theoretical perspective in which this research was framed was 
constructivist-interpretative (Langford, 200 I). By listening and co-
constructing the interviews I was able to elicit greater insight into the 
participant's experiences of mentoring. According to constructivist theory, 
learning is said to be most effective when situated in a context in which 
new knowledge and skills are used and individuals construct meaning for 
themselves but within a context of interactions with others. Three factors 
taken into consideration when using a constructivist approach are firstly 
that a recognition of multiple realities exist, secondly that understandings 
are co-created and third that these occur in the real world (Denzin & 
Lincoln, 1998). The participants constructed the meaning of the situation 
as it was relayed to me. It was therefore crucial that questions were open-
ended as thoughts were likely to evolve as discussions took place. My 
intention was to make sense of the meaning that it held for participants. An 
important point made by Guba (1990) when defining a constructivist 
approach to knowledge creation was that, the method does not seek to 
predict, control or transform the world but reconstruct reality as it existed 
in the minds of the persons involved. 
3.4.3. Grounded theory 
'Grounded theory is guided by an assumption that people do try to make 
sense of their environment' (Munhall & Boyd, 1993, p.21 0). The meaning 
taken from experiences forms the basis to evaluation analysis by grounded 
theory (Munhall & Boyd, 1993). It is particularly relevant to nursing 
research because of the great diversity of social experiences nurses are 
exposed to during their working lives. An enquiring mind allows the 
researcher in grounded theory to become immersed in the environment of 
the participants and their experiences while gathering data of their lived 
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expenences. Morse and Field believe that 'the pnmary function of 
grounded theory is to generate models of human behaviour which are 
grounded in the data' (1996, p.128) It is a research approach that allows the 
participants to express their reality in words they have chosen, rather than 
the researcher imposing assumptions from their perspective. Such a 
qualitative research approach is exploratory and analysing data in this way 
is congruent with interpretive research and the construction of knowledge. 
Grounded theory is a method that enabled me as the researcher to look for 
differences in the behaviours of the participants with as small a number of 
key themes as possible. The six primary characteristics of grounded theory 
analysis as described by Glaser (1992) as: 
!.constantly comparing the data with emerging themes 
2.theoretical sampling between the participants in order to focus on 
any similarities and differences of information that may arise from 
the interviews 
3.memoing 
4.substantive or open coding 
5.selective coding 
6.axial coding. 
3.4.4. Constant comparison 
Constant comparison is the key to the research process, as the researcher 
compares incidents from data with each other. As a result my focus was to 
identifY categories or variables, which was a way of coding the data to help 
make sense of the emerging themes (Dick, 2002). A category or variable 
becomes a theme that enabled the researcher to understand what the 
participant was saying. New categories emerged from incidents and ideas 
as a result of ongoing constant comparison. Examples of a theme from the 
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interviews with students were: feeling very alone in a new environment, 
not knowing what to expect of their mentor and how will I learn everything 
the mentor knows? These thoughts and feelings revealed to me the 
students' vulnerability and this emerged as a common factor among the 
interviews with mentees. 
3.4.5. Theoretical sampling 
Theoretical sampling occurs as the researcher collects, codes and analyses 
data. Deciding whether more data needs to be collected is dependant on 
what happens as the data analysis progresses. This process allowed me to 
listen to what the participants had to say about their experiences and then 
begin searching for other participants that may have had differing 
experiences. The knowledge gained from those differing experiences gave 
me greater insight into the phenomena being explored. If a researcher is 
able to explore the literature on topics that participants chose to share 
during interviews, then the emerging ideas will be influenced by current 
theory (Morse & Field, 1996). It was important to me that I put bias aside 
before beginning the research as this allowed the participants to be heard 
with minimal influence from myself. The data could then be considered 
relatively free from prejudice. The RNM's worked in General Practice 
settings where the number of nurses employed varied from multi-nurse 
practices to sole practitioners, so it was important to tmderstand the 
implications of mentoring from these differing perspectives. Mentors in 
practices where there was more than one nurse had the opportw1ity to share 
the mentoring responsibility of students, whereas mentors from solo nurse 
practices did not have this option. My literature review was ongoing 
throughout the entire research process and this influenced both constant 
comparison and theoretical sampling. 
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3.4.6. Memoing 
By continually coding the themes and variables, comparing and analysing 
what has been said the researcher makes notes or memos to inform him/her 
about the relationship between the themes. Memoing is an important part 
of grounded theory research and occurs throughout the entire process as it 
'adds the relationship that links the categories together' (Dick, 2002, p.8). 
It is actually just a note to alert the researcher about some assumption that 
may be made about a category. The folloWing question needs to be kept in 
the mind of the researcher: 'What property of a category does this event 
mean in the context of the research?' It is vital that the researcher 
understands the behaviours from the participant's perspective (Morse & 
Field, 1996). I kept a research journal to keep track of new thoughts and 
remind me as I journeyed through subsequent interviews of the comments 
and assumptions I might need to explore further. In keeping with grounded 
theory, both data collection and analysis were closely linked throughout the 
research process. 
3.4. 7. Substantive or open coding 
The first level of coding that occurs is called substantive or open coding 
(Glaser, 1992). It usually consists of identifying gerunds; words ending in 
'ing', for example, 'trusting', 'overwhelming', and 'expecting'. This is 
done in the first instance done by taking the data in its raw form sentence 
by sentence and taking words from the transcriptions. 
The second level of coding occurs when the open codes are grouped 
together so that similarities can be identified and this is the key to seeing 
where the theoretical properties of each category may be found. Key 
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factors are coded such as; insights, feelings about the relationships of the 
emerging data in the form of memos so that the researcher can go back to 
the data at a later date in the research and memos can be compared as the 
work progresses (Morse & Field, I 996). 
Examples of these phrases from the student interviews were: 
• extending: 'I needed to be pushed', 'Learning is not a linear 
process, I needed to be pressured out of my comfort zone', 'They 
allowed me to practice and spread my wings'. 
• worrying: 'I'm away from my friends and familiar environment', 'I 
felt alone' 'I didn't know what to expect or what was expected of 
me', 'I was totally not willing to intemtpt anything, I didn't know 
where to go. I felt vulnerable and stuck out like a sore thumb', 'I 
felt alone out there having to work with people who had worked 
there for years', 'When the practice got busy I got forgotten about'. 
• welcoming: 'The Registered Nurses accepted students and were 
inclusive', 'Put me at ease', 'they were willing to listen and I felt 
valued', ' I was made to feel welcome', 'I was given great 
orientation on day 1, and I felt welcome and comfortable', 'I was 
expected'. 
• reality: 'You can't expect support all the time', 'This is real life', 
'Lack of support prepares you for nursing practice'. 
Following the intense coding process, the second or selective coding 
process takes place; this is called categorizing or re-categorizing. A 
category is a concept that stands alone; an example of this was anxiety 
about new work environment. A category is a much more abstract 
conception of ideas formulated after comparing incident to incident. 
Similar incidents are searched for and grouped together under a generalised 
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title of a category. A property is one aspect of the category which has been 
identified as dissimilar. It is important that the relationship between 
properties and categories is understood. Categories developed from the 
examples were 'effective collaboration', 'the effects of a different 
environment', 'empowerment' and 'not rocking the boat'. 
3.4.8. Selective coding 
Glaser (1992) states, 'for grounded theory, selective coding starts after and 
only when the analyst is sure that she has found a core variable' (p.75). The 
core variable guides the direction of further data collection. Coding of the 
data begins by identifYing incidents or words from the transcribed data. 
Sociologists such as Glaser and Strauss (1967) agree that replication of 
thoughts and ideas are the best means of validating the facts in the data. In 
my research the process of analysing the data revealed phrases that were 
often repeated. An example of this from the student interviews was 'I was 
continually being watched'. Although not repeated verbatim by 
participants variations ofthis phrase were common. Other comments were 
' ... she basically let me do everything ... but she was sitting there, making 
sure I was okay', 'She watched me really closely for about the first 10 
minutes, she was still there observing every time'. In the present study data 
were explored to ensure the four criteria of 'fit, work, relevance and 
modifiability' were present and theoretical sampling helped to determine if 
the data was credible (Glaser, 1992; Morse & Field, 1996). 
3.4.9. Axial coding 
Axial coding is said to occur when a category developed by open coding is 
thoroughly analysed (Glaser, 1992). When concepts emerge that show 
some relatedness, the researcher needs to go back and look at literature to 
assist in looking for new research questions. Throughout this process 
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identification of categories occurs and the limits of each area of each 
concept become more clearly defined. An example of this was the 
importance of socialisation into PHC practice for students and the 
relationship that students had with their mentor nurse. Being accepted and 
welcomed, orientated and introduced to other staff members impacted on 
students feeling of being included and wanted. Their ability to relate to the 
RNM also impacted on feelings of trust and confidence which had the 
potential to colour how students felt about the placement from the 
beginning. Students who felt welcome tended to think positively about 
their mentoring experiences and the placement, while students who felt 
unwelcome tended to think negatively about their mentoring experience 
and were just happy to get the placement out of the way. 
Glaser (!992) is insistent that to concentrate and support substantive codes, 
constant comparison of incident to incident, and incident to emerging 
category is all that is necessary. Morse and Field (1996) believe 'The 
emergence of hypothetical relationships represents the beginning of theory 
emergence' (p.l32). It is vital in grounded theory that the researcher is able 
to recognise what is important data and to give it meaning. Theoretical 
sensitivity comes from ongoing work with the data and making constant 
comparisons, this also helps to avoid data contamination. 
There is a chance in grounded theory that an emergent category can only 
be assigned to one respondent. In the pilot study, for example, only one 
respondent talked about wanting payment for their mentoring services. In 
the present study, all substantive views of the respondents have been 
included in some way in the final representation of their experiences. This 
inclusion may be direct or in the form of influencing the analysis and it is 
recognised that different emphasis has been placed on certain themes. 
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3.5. Ethical considerations 
An application was made to the University of Otago Human Ethics 
Committee for ethical approval of a research or teaching proposal 
involving hmnan participants on May 16, 2005 and this was granted on 19 
May, 2005 (Appendix 1), 
Involvement in the research was voluntary, and participants could 
withdraw from the project at anytime without prejudice or disadvantage of 
any kind, The Registered Nurses and students were not coerced to 
participate. It was also important that they all knew what the researcher 
expected from them and any impact it may have had on them or their 
practices or study. They needed to know what time commitment the study 
would involve and they as participants had the right to ask questions about 
the research. They signed a consent form agreeing to part of the research 
and they could read their transcripts, they were also informed that they 
would receive a copy of the finished thesis. 
Throughout the research project it was vital to maintain the confidentiality 
of information and anonymity of the participants to ensure that their 
privacy was respected (Creswell, 2003). At no time would the participants 
be identified, or the general practices that they worked in. The participants 
were not named during the interviews. Pseudonyms were allocated by the 
researcher to each of them and these are used throughout Chapters Four 
and Five. 
The data now remains securely stored in a locked filing cabinet in my 
office. Any information that is original data, on which the project may 
depend, will be retained in safe storage tor five years. Personal information 
will then be destroyed in accordance with the research policy of the 
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University of Otago. 
3.5.1. Ethical issues of data representation 
When research involves human participants there are both moral and 
ethical issues to consider to ensure participants' safety while gathering data 
and attempting to discover new theories or solutions to problems. 
Historically, the journey involving human participants has not always 
taken heed of the ethical requirement to ensure safety and as a result codes 
of ethics have been developed to guide the efforts of researchers (Polit & 
Hungler, 1993). The over-riding essence during my research was for 
beneficence and to 'do no harm' to participants. 
The interviews were audio taped using a digital recorder. This method of 
recording interviews proved to be unobtrusive and caused a sense of 
intrigue for the participants. This new technology proved a talking point 
which added to the relaxed atmosphere for the context of the interviews. I 
made notes and memos during the interviews which would help me to 
identifY categories, themes and variables as the interviews progressed. As 
the dialogue was co-constructed questions could not be identified in 
advance. 
3.5.2. Judging the research 
The criteria I wish my work to be judged on are: 
1. Ontological: That the research is useful and informs the practice of 
teachers, RNM' s and students. That participants' see the work as 
credible (Koch, 1994). 
2. Epistemological: That the research helps to develop new theoretical 
perspectives on mentoring. That the research is seen to be of high 
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quality as judged by the criteria of trustworthiness (Lincoln & 
Guba, 1985). 
3. Ethical: That my work is seen to meet the ethical standard of no 
harm to the participants. 
Trustworthiness is the foundation for interpreting results when usmg 
grounded theory. The following four concepts: credibility, transferability, 
dependability and confirmability are necessary for trustworthiness to be 
shown (Lincoln & Guba, 1985). 
3.5.3. Credibility 
The research is said to be credible when the data gives descriptions or 
interpretations of experiences that can be immediately recognised and 
create self-awareness for the researcher (Koch, 1994). The stories told by 
the participants enabled me to appreciate their experiences in relation to 
my own. It is vital for readers of grounded theory research to find it to be 
believable. This level of credibility can only be achieved if there is clarity 
around the way data is collected and processed and others can understand 
the research interpretations (Morse, 1991 ). 
3.5.4. Transferability 
Transferability is a concept that is more difficult to apply to qualitative 
research, because by the very nature of the research, it is impossible to 
predict in advance the outcomes which may or may not be transferred to 
another time or context. It was therefore crucial in this research to give 
enough description and detail of the research context so that any potential 
reader or fellow researcher can draw their own comparisons and judge 
whether or not the research is relevant to their situation or circumstances. 




Lincoln and Guba (1985) prefer to use the term dependability instead of 
reliability and suggest that it is not necessary to determine dependability if 
the research has been shown to be credible. Koch (1994) discussed a way 
of deciding whether research outcomes are dependable by auditing the way 
the data is produced and managed. The participants were not coerced to 
participate, they were given information about the study and made an 
informed decision whether to participate or not. Grounded theory itself 
relies on a strict protocol for data analysis which establishes reliability and 
therefore dependability (Glaser, 1992). 
3.5.6. Confirmability 
Qualitative research had been criticised by early positivist researchers for 
its apparent 'lack of control over the validity and reliability of the findings' 
(Morse & Field, 1996, p.118). Of more interest in qualitative research is 
the concept of rigor. Confirmability is a term utilized to acknowledge that 
rigor has been achieved by ensuring the absence of bias in the research 
procedure and results (Morse & Field, 1996). The interview data was 
transcribed from the audio-recorder verbatim; the wording of quotes used 
in this research reflects what was said by the participants as they were 
relayed. In qualitative research it is understood that researchers reduce their 
own bias by the use of memos or notes and by conferring with other 
researchers. Memos were made in the researcher's field notes to remind the 
researcher about key points that needed to be clarified with the participants 
to gain greater understanding of the interviewee's perspective. 
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3.6. Conclusion 
The research method chosen to illicit information and understanding for 
this current research was carefully thought out from an ontological and 
epistemological prespective. It was seen as appropriate because real-life 
experiences were explored as a result of thoughtful and reflective processes 
by willing participants and the researcher. 
Ethnography was chosen as the researching paradigm as it allowed me as 
the researcher and an insider, to listen and collect information about mentor 
and mentee experiences. Grounded theory, a qualitative analytical method 
was used to analyse the data of RNM's and mentees in parallel, allowing 
the researcher to add to and develop greater understanding of the reality of 
experiences for mentors and mentees. 
Qualitative research is considered non-invasive and as such my approach 
to undertaking this research was to ensure that the participants could rely 
on me to use the data to build on my existing knowledge and 'do justice' to 
the information that they had shared. 
The knowledge was constmcted using the six primary characteristics of 
grounded theory analysis by constantly comparing the data with emerging 
themes. Theoretical sampling between the participants in order to focus on 
any similarities and differences of infonnation was ongoing, as was 
memoing, substantive or open coding, selective coding and axial coding. 
These guided the formation of emerging themes and theories. 
I believe my epistemological understandings for this qualitative research 
project; 'fit', 'work', 'relevance' and 'modifiability' are met and my work 
will be judged on the basis that the work is credible, transferable, 
dependable and confirmable (Lincoln & Guba, 1985). 
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CHAPTER4 
FINDINGS: STUDENTS' PERSPECTIVES 
4.1. Introduction 
The third year nursing students took seriously their role in this research 
study. They had considered their clinical experiences from the previous 
year and talked with passion about the impact mentors had on their 
learning while in their PHC placement. The opportunity to discuss their 
experiences appeared important to the students in so much as they had 
careful! y considered their placements and while some memories had faded, 
there were significant factors students recalled vividly. One of the students 
said that poor experiences were clearly remembered and remained longer 
than some of the achievements they made. With these thoughts in mind the 
analysis of the interviews revealed valuable data about the students' 
expenences. 
The expectation of each student as they went to the clinical placement 
varied enormously with some having very little knowledge of what to 
expect. Some recalled their previous experiences as a client of the health 
care system and tried to relate that to what they might encounter, whilst 
other students didn't think Primary Health Care was going to be their area 
of choice and so would just get the placement over as quickly as possible 
and move on. These students talked of liking the hospital environment. 
Some students felt that when making their choice as to which placement 
they were going to, they did not have a good understanding of what would 
be involved. 
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The students' introduction for their 3 week clinical placement occurred 
with a clinical orientation morning held on the first Monday of their 
placement. This meeting was held at the Tertiary Institution. During this 
time students were given a letter introducing the RNM with whom they 
would be working, the details of how and when to contact the RNM prior 
to commencing the placement and the documentation they would be 
required to complete. This documentation consisted of: 
o Course timetable for the three clinical weeks 
o Clinical hours log 
o Clinical assessment form 
o Cue sheet for the student clearly stating clinical objectives 
o Assignment outline 
o Immunisation worksheet. 
The clinical lecturer discussed the different nature of the placements and 
the expectations that they had of the students. Students were expected to 
set their learning goals for the placement and these would be discussed, on 
an ongoing basis with the clinical lecturer. 
The overwhelming nature of the scope of practice was something students 
commented on as they wondered how they were ever going to learn 
'everything' that the RNM's knew. The scene for ongoing dialogue 
appeared to be set at the initial orientation in the practice setting, with the 
RNM's saying clearly to students that they expected to be asked questions 
and a time was made each day to discuss issues that had arisen. 
The ideal vision of mentoring was not always achieved and mentor-mentee 
relationships and experiences were generally acknowledged as very 
complex. This complexity was partly due to the intimate relationships that 
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needed to be developed between mentor and mentee and partly due to the 
intricate cultural practices of the clinical situation. The uncertainty of 
expectations mentioned previously, and the fact that both mentor and 
mentee may bring different expectations to their relationship can limit 
potential for learning. One typical situation often reported, is where a 
student's knowledge is not valued in an appropriate way by their mentor 
(Fowler, 1996; Hutchings & Saunders, 2001; Spouse, 1996). A further 
example of complexity and difficulty is where students are expected to 
critique the clinical practice of the mentor, not all felt comfortable doing 
this and mentors did not necessarily welcome critique. Yet it is essential 
that both parties reached some accommodation of the concept of critique, 
what is acceptable and what goes beyond safe limits (Cahill, !996). 
Personal observations from placing students over five years suggested that 
most adapt well to the practice setting and being mentored, achieve a 
degree of independence and meet the expected outcomes. However, 
informal feedback and evaluation has suggested to me that a consistent 
minority have been disadvantaged in some way through the mentor-mentee 
system. A major problem concerns student summative assessment. 
Students go to their clinical placements knowing that the RNM will also 
decide their progress through the course (see Colwell, 1998). For the 
students, failing to meet the clinical outcomes means failing the course, 
even though they may pass all the theoretical components of the 
programme. If a student has to repeat their placement, this extends the time 
it takes to complete their degree and results in increased costs in fees and a 
delay in their ability to seek employment as a Registered Nurse. This 
situation is certain to have implications for student learning. 
These concerns about student disadvantage are the focus for this chapter. I 
provide a case study that examines the experiences of eight student 
mentees. There were two main themes that emerged from the data. These 
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were: 
Theme 1: Isolation and anxiety 
This theme explores student experiences of the transition from classroom 
to new clinical practice and the impact of these on students learning. 
Theme II: The value of Mentor-mentee relationships 
This section examines the importance of relationships on the outcome of 
the clinical placement. 
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4.2. Results and discussion 
4.2.1. Theme 1: Isolation and anxiety 
As students moved from the classroom environment, they reported feeling 
alone and isolated from their friends, colleagues and familiar surroundings. 
Four of the students reported that they needed greater initial support from 
the RNM and clinical lecturers in order to help them adapt to their new 
environment. They did not understand how Primary Health Care (PHC) 
differed from their previous clinical experiences and most appeared to have 
been overwhelmed by the scope of PHC nursing. 
Although all students had taken part in a clinical orientation at the Otago 
Polytechnic prior to placement, this had not prepared them for work in a 
practice or with a nurse mentor. It has long been known that preparation 
for entering a new work place is not always done well for trainee nurses 
(Kramer, 1974). At Otago, students are prepared by teachers in an ideal 
practice situation, however, entering the 'real world' (student's own words) 
left them feeling vulnerable. 
The environments that students are exposed to throughout their nursing 
education are diverse and ever changing, particularly in the area of Primary 
Health Care. It is difficult for them to learn to deal with the complex 
situations they encounter while at the same time grasping the basic nursing 
principles that underpin these (Landers, 2000). Rhonda recalled the first 
injection she was asked to give to a client. The experience was traumatic 
for her as there was so much to remember. She had to talk to the client and 
do the injection and think about safety, while making the client feel 
comfortable. Her RNM recognised that she was not coping and offered 
support. The mentor broke the task down and took over one component 
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which allowed Rhonda to focus on one task at a time: 
The RNM role modelled how to do that.. .. They talked to the 
client and made them feel at ease and made me feel at ease 
because I knew I didn't have to worry about talking as well as 
land marking the injection site (Rhonda, interview). 
Rhonda said that the trust and rapport that developed through this 
interaction was empowering and lessened her levels of anxiety as she felt 
she was working in a supportive environment. Because of this and similar 
experiences she felt that she could move forward and experience the 
pleasure of successfully achieving other skills and tasks. Taking advantage 
of this support Rhonda was able to learn how to apply theory and 
knowledge in an authentic situation. Similar experiences re-enforced her 
attitudes towards learning. In contrast, other students said that judging 
when to have a go and uncertainty about what support was going to be 
given created uncertainty and impacted negatively on their confidence. 
Information about the way things are done, expectations and practice rules 
were not hidden from students, but they sometimes got lost in a busy 
primary health care practice. All participants wondered how they were ever 
going to leam 'everything' that the RNM knew. Measuring up to the 
expectations of the RNM' s was a concem for all students in this study and 
they recognised the importance of making an impression on the RNM from 
the beginning. Jane commented that it was difficult to leam the rules when 
you 'hit the ground running'. She would have appreciated some guidance 
on what she should have been doing when the RNM was busy with a client 
or doing other work and was not available to the student. There were times 
on placements when students did not know where they should be or even 
where to find their nurse mentor. 
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The RNMs were seen to have the practical knowledge, skills and 
understanding while the students had an understanding of the principles of 
that knowledge but no sense of its application, However, discussing 
knowledge created a shared space from which students could acquire the 
more complex rules and standards expected of them, and it helped them to 
understand the practice culture they found themselves in. In one sense, 
sharing knowledge became a vehicle that allowed both parties to begin to 
build relationships and work more effectively together. Such sharing 
requires the development of mutual respect between mentor and mentee 
(Colwell, 1998). 
Practice politics became an issue for two students. They believed that as 
new and temporary members of the primary health care team it was not 
necessary or appropriate for them to be caught up in disagreements 
between staff members. Jane recalled, 
as a student you are only in the work place for three weeks, it 
is human nature for there to be politics, so unless it affects you 
or the way you learn it is better to put your head down, your 
blinkers on and pretend it's not happening (Jane, interview). 
Kramer (1974) describes the shock-like reactions new workers experience 
when they find themselves having prepared for work situations, then 
finding when they actually get there they were not prepared at all On 
Rachel's first day in her placement she encountered being told that the 
receptionist was really strange and the RNM commented, 
I don't really like her. Watch out for her. She's a bit nasty and 
I thought what am I walking into, some sort of catty 
environment (Rachel, interview). 
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When students were faced with dishannony in the workforce it was 
difficult for them to know how to situate themselves, particularly when one 
of the people involved would complete the student's clinical assessment. 
Papp et a!. (2003) suggest that a good clinical learning environment is 
characterised by 'cooperation between staff members, a good atmosphere, 
and where students were regarded as younger colleagues' (p.265). Students 
appeared to have less anxiety when the atmosphere in the practice was 
supportive. Rhonda stated 'I had deep respect for the people I worked with 
at the placement. I think they had unending patience'. This idea was 
reiterated by other participants who suggested that if the student was made 
to feel welcome and safe they would feel more confident to try new skills 
and perfect these. 
It was clearly evident to some of the students that they were a part of the 
practice team and they were included in discussions and practice events. 
Linda was involved at lunchtimes in activities and this increased her 
feeling of inclusion and she was aware that the entire staff at the practice 
wanted this to be a positive experience. The sense of satisfaction one gets 
from feeling included and trusted to be part of the team was according to 
Jane, important to the student. 
But you only have to tell us once, you know. And then once 
you've got it, it's like this is my job, you know, and there's this 
ridiculous sense of satisfaction from having this very small and 
relatively insignificant task but, that you can do. And I think that 
it's, as much as it's a small thing, it makes you feel like you're 
contributing which then helps you better to sort of integrate and 
you start learning better because you feel like you're part of the 
team (Jane, interview). 
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Most students spoke of being watched closely during the initial stages of 
their placement. This close observation provided safety in the knowledge 
that there was an experienced nurse available to take over if the need arose. 
They were also aware that the RNM was ultimately responsible for the 
client's safety. Jane suggested that under these conditions she could handle 
being pressured, taken out of her normal comfort zones and that this was 
how she learned best. There were times of immense discomfort for 
students and Jane's story of being shut out illustrates the dilemma's 
students found themselves in from time to time. 
there was a big waiting room area with lots of doors that, 
that you know, there were doctors' consultation rooms and 
nurses' consultation rooms and sometimes you'd get there 
and all the doors would be closed and, you'd think, what do I 
do now and you're not even sure which door your nurse is 
behind, and you've got no idea what's going on behind the 
door and you don't want to knock because if its in the 
middle of a consultation, so you check with the people that 
are at the desk and they're not sure where anyone is or what 
anyone's doing, and, like some days I just sat there until a 
door opened (Jane, interview). 
4.2.2. Theme II: The value of mentor-mentee relationships 
Students felt that communication between themselves and the mentor was 
critical to establishing an effective relationship that allowed for sharing of 
information and knowledge. All students reported being encouraged by the 
initial welcome they received from the RNM on the first day although the 
process of induction or orientation varied greatly between students. It is 
known that orientation for new starters in the workplace is critical and that 
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a skilled mentor can play an important part in this (Knight & Trowler, 
1999). The 'induction' process for the student helps them determine the 
possibilities for development, growth and understanding of the practices 
and culture of the placement. The induction to the clinical placement that a 
student receives has the potential to empower students as they grapple with 
the dilemmas of finding their way in this unfamiliar environment (Knight 
& Trowler, 1999). In the present study, induction tended to be most 
successful when students felt valued and supported on arrival. In a study 
looking at students' perceptions of effective and ineffective clinical 
instructors, Tang, Chow and Chiang (2005) found that 'the greatest 
differences between effective and ineffective teachers belonged almost 
exclusively to the interpersonal relationships and personality characteristics 
categories' (p.l90). 
The approachability of the RNM in the first two days was vital to Jane who 
stated, 
it's like starting a new job .... Everything's too new for you to 
actually be worrying about skills, or even clients that much. 
You're just focused on trying to be okay in this new 
environment, you know, and not doing anything stupid and 
having someone that's approachable in those first couple of 
days is just vital because you are going to ask all sorts of daft 
questions (Jane, interview). 
In addition to the formally appointed mentor, students relied on other 
members of the multidisciplinary team, such as general practitioners, 
medical students and receptionists. They tended to do this in order to 
discuss and make sense of their experiences. Joanne mentioned that her 
RNM had said that no question was a dumb question, but she very quickly 
learnt who in the practice she felt comfortable to ask to ensure that she 
received a response that met her need for clarification and understanding. 
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Most students used a variety of people to help, simply because they were 
available when the mentor was busy, These conversations were seen as a 
vital part of moving forward through the placement and similar findings 
have been observed by Spouse (!996), 
The role that the clinical lecturer played in supporting students during their 
placement was also central to the success of the experience. They saw both 
students and mentors on average once a week and they were in regular 
contact by telephone. Students suggested that this strengthened the mentor-
mentee relationship because the support it provided took some pressure off 
the student when they felt the need to challenge or question established 
practice. In some cases, the lecturer could act as a go-between and facilitate 
difficult dialogue. 
Previous poor relationships with mentors had impacted on four students' 
practices to such an extent that they all lacked confidence in their new 
clinical placement. Mary recalled her earlier experience, 
I had a really hard experience with my mentors in the hospital, 
where they absolutely shattered my confidence. So I nearly 
gave up as a result. I was going to quit nursing. That was it. I'd 
had enough. So, I was really nervous about what I was going 
to, what to expect, because I had the most horrible time (Mary, 
interview). 
Her experience with the mentor in PHC was different, however, while she 
was able to feel more comfortable, her anxiety remained. She said, 
the nurse put her at ease and gave her much encouragement 
and made me feel part of it.. ... I was so nervous about meeting 
her and, because they .... they determine if you pass or fail and 
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I think , you always think, you always think, if this person 
doesn't like me, they're going to fail me and umm yeah. And 
knowing, and just thinking ohh God, am I actually going to get 
along with her (Mary, interview). 
When students first arrived at their placement, their knowledge was largely 
theoretical and they occupied what Schon describes as the 'high, hard 
ground' of technical rationality ( 1983 ). In contrast, the primary health care 
setting requires that students deal with cases that are sufficiently unique 
and complex that they constantly provide new challenges and problems. 
Here they entered SchOn's 'swampy lowlands' of professional practice 
where the application of theoretical knowledge was not straightforward. 
All students in the study expressed feelings of vulnerability and uncertainty 
about their capabilities and described raised anxiety levels because of this 
dissonance. However, there was evidence that the 'swampy lowlands' 
provided fertile ground for problem solving and new learning 
opportunities, as long as the student did not feel too threatened or anxious. 
In situations of stress, students tended to withdraw into ways of thinking 
and acting that they felt comfortable with. This problem has long been 
recognized in nurse education and to manage this, systematic reflection is 
used as a tool to overcome barriers to learning in complex situations and 
deepen a student's knowledge and understanding of practice. Writing about 
critical incidences provided a stimulus for reflection and new thinking for 
students. 
For example, Rachel reported mixed experiences with previous mentors. 
Her bad experiences included little continuity of tasks, lack of guidance 
and at times she felt that she was not even expected to be there. Her 
positive experiences contrasted with this. Unlike the other students, Rachel 
had two mentors in the primary health care placement. One made time 
each day to discuss issues and also organised formal teaching sessions. 
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This mentor also set very high standards. However, she did not trust that 
her other mentor would support her and she reported that during her 
placement she had been over-controlled and that this mentor had 
misjudged her ability and accordingly restricted the work she was prepared 
to give her. These contrasting experiences made her more critical and she 
was able to think more deeply about mentoring. The good and bad 
experiences impacted positively on her learning and she reported that she 
became more reflective and critical about her learning experiences and the 
mentoring process, and she was motivated to write about these issues in her 
journal. She tried to work out her 'bad' mentor's rationale for practice 
decision making and later felt that she had been initially quite hard on her. 
A mentor should be able to challenge, support and provide vision for the 
mentee (Daloz, 1986). The concern for mentors is that challenging and 
supporting are difficult to balance and there was evidence that students and 
mentors did not always see challenge and support in quite the same way. It 
therefore seems crucial that the relationship between mentor and mentee is 
based on trust and open dialogue to allow both to understand the 
challenges because it is often the contestation of knowledge that supports 
learning. However, learning contexts are often 'messy' and the conflict that 
Rachel experienced could not have been planned for, yet it was important 
in her development as a learner. 
The conditions for effective collaboration occurred when the student and 
R.."'M worked together more as partners and were prepared to discuss and 
reflect on events and issues arising in practice and be willing to discuss 
new ideas. Such a dialogue is kno'hn to facilitate learning for both the 
mentee and mentor (Fowler, 1996; Spouse, 1996). It has been shown when 
students are treated with the equity and consistency necessary for 
partnership, a good mentoring environment is created (Hutchings & 
Saunders, 200 I). When these ideal relationships worked, students reported 
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feeling safe and confident. Mary was able to reflect on her different 
experiences of being mentored and saw the value of an effective 
relationship that supported and encouraged her desire to develop and 
extend her practice. 
However, even in these situations there were common problems that could 
affect the mentor-mentee relationship. One example was the difficulty that 
most students found in providing quality nursing care in practice while 
remaining true to the theoretical principles of the 'ideal' vision of nursing 
taught at the Polytechnic. Five students attributed this (and other) barriers 
to getting in the way of their relationships and they also cited other factors 
including the heavy work load of the practice, the time it took them (as 
novices) to complete a task, the fear they had of having to explain their 
decision making to the RNM and uncertainty about using new or different 
equipment. However, not all students felt this way and it became clear that 
mentor-mentee relationships depended largely on personalities. Robyn 
recalled, 
Well, I mean just being able to communicate is not enough! 
It's being able to communicate effectively and share your 
knowledge and be able to articulate that knowledge in a 
fashion that you can pass it on to somebody who's not an 
expert, who's a novice and who hasn't got the experience of a 
registered nurse (Robyn, interview). 
By listening to and questioning Robyn, her RNM was able to gauge her 
level of knowledge and understanding but importantly this knowledge was 
respected. This respect gave her confidence to develop a more authentic 
partnership with her RNM. For Robyn it allowed frank and open 
discussion to take place without the fear of being criticised or judged for 
not knowing or feeling inadequate in practice situations. Knight and 
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Trawler (1999) found the new entrant to a profession brings knowledge, 
skills and experience with them and that successful socialisation is about 
trying to balance all that they bring and matching this against the 
expectations of others. Jane, in an example of a less than ideal mentoring 
situation, believed the safest way to critique practice was as a 'naive 
inquirer', this stance was useful as it was less confrontational for her as a 
student, but at times she felt that she still got some people's 'back up' and 
she was very aware that such a strategy wears thin. 
According to Myrick and Barrett (1994) it is known that the person who is 
selected as the RNM is not always the person who is suitable to be the 
mentor but often the only person who is available. Linda commented that 
she did not want her RNM to be directed to have a student as this might not 
allow their relationship to start on a positive note. 
The ultimate concern for students was that if they failed to communicate 
well with their RNM or developed a relationship where the RNM would 
not allow them to practice, then the impact on the student's ability to 
successful! y complete the clinical placement and pass the clinical 
component of the course would be limited. Students appreciated the 
pressure that passing created and this appeared to be one of the reasons 
why students' anxiety levels were raised. This situation was also seen in 
the pilot study which suggests that mentors have to work with students to 
understand and develop ways to overcome assessment anxiety. 
They determine if you pass or fail and I think, you a! ways 
think, ohh if this person doesn't like me, they're going to fail 
me and umm yeah. And knowing and just thinking ohh God, 
am I actually going to get along with this person because you 
do, you have a personality unun, clashes and yeah, it's I think, 
you know, for the RN's you don't get along, you don't get 
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along. I mean they're not getting marked at the end of the day 
so it's just the student. It's really scary if you don't get along 
(Mary, interview). 
The undergraduate degree for the Bachelor of Nursing is a three year full 
time programme and students pay significant fees to undertake this. The 
implication for a student not meeting the course outcomes is that they need 
to re-enrol in the course, pay the full cost again and delay entering the 
workforce, potentially, for another year. Each student has only two 
opportunities to successfully complete each clinical course and there is 
priority for access to clinical placements to students who have successfully 
passed prior courses (Otago Polytechnic, 2005). 
Partly in response to this assessment requirement, most students reported 
being careful not to 'rock the boat' or to 'make waves' during their clinical 
experiences. Cahill (1996) reported similar findings, where one student had 
been told early in her training 'don't rock the boat unless you can tum it 
over' (p. 796) accepting that it would be a pointless effort due to the 
student's of lack of power and control, and the possibility of being seen in 
negative light when it came to assessment. In the present study students 
quickly learnt to fit in with their R,"JM in the hope that they would be 
assessed in a positive light and Joanne said she believed that it was 
important to learn to get on with her RNM for this purpose. Even though 
she had a good relationship with her mentor, she said there was no point in 
making the job harder than it already was. This concurs with Myrick and 
Barrett (1994) who suggest that by its very nature the power relationship 
between the mentor and mentee creates many difficulties. 
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4.3. Conclusion 
Taking part in this research provided students with an opportunity to 
carefully reflect on their experience of being mentored in a primary health 
care setting. The two noticeable outcomes were anxiety levels and the 
importance that students attached to the relationships they developed with 
their RNM. Crucial to the mentoring process was effective communication 
between the RNM and student. 
There is no doubt students went to their placement with some anxiety, 
whether it was created by previous experiences of poor relationships with 
mentors, or concerns about their inexperience in the primary health care 
setting. Feeling alone and unsure of what was expected of them left some 
feeling vulnerable and in need of greater initial support from their RNM. 
At the same time they were acutely aware of the significance of the role of 
the RNM in determining their fitture progress through the undergraduate 
programme. 
The relationship that students developed with their RNM influenced how 
much a student was prepared to expose themselves to critique of their 
clinical practice and their willingness to share and discuss knowledge. 
Although all students talked about the need to feel part of the team they 
perceived that they were always on the outside, 'constantly under the 
spotlight' of the RNM. There was evidence that assessment resulted in 
students not performing to their full potential and this outcome impacted 
adversely both on their understanding of clinical decision-making and their 
chance of gaining a deeper understanding of practice. Despite this, students 
recognized the need for the RNM to understand their capabilities and also 
to fairly assess them at the end of the placement. I would argue that this 
understanding is fundamental to the RNM in order for them to effectively 
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support student learning. Students also reported that they developed coping 
strategies to keep themselves safe and being under the spotlight in this 
sense was seen as something positive. 
The importance of being socialised into the practice was recognised but 
students were aware of the tension between offering their knowledge and 
'making waves'. They all had an expectation that their RNM would be 
open to new ideas and ways of thinking, however, this was not always the 
case and where there were clashes students prudently remained neutral. Yet 
the different constructions and perceptions of clinical knowledge gave both 
the student and the RNM important common ground for communication 
and developing their relationship. 
There is an inevitable transition between polytechnic experiences and 
clinical practice for student nurses but the transition into the complex 
world of primary health care was particularly difficult and it took students 
deep into Schon's swampy ground. In some situations, students were quite 
overwhelmed but they could also recognize these as rich contexts for 
reflection and learning. The problematic nature of the primary health care 
context called for an RNM who understood the difficulties a student was 
facing and could offer appropriate support. Conversely, the study also 
suggested that students needed to actively enter into the mentor-mentee 
relationship and aim to work more as a partner. 
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CHAPTERS 
FINDINGS: REGISTERED NURSE MENTORS 
PERSPECTIVES 
5.1. Introduction 
This chapter will examine the data from the interviews of the RNMs, who 
reflected on stories from their experiences of mentoring second year 
student nurses in the undergraduate programme at Otago Polytechnic, 
Students are appointed a mentor from the PHC practice, this person is 
chosen often because of their desire to work with students. The nurses 
worked in practices where nursing numbers varied from being a solo 
practice nurse to practices where there were more than 1 0 nurses. 
The nurses were experienced both in their jobs and in mentoring, however, 
in the present study, it was not a prerequisite for mentors to have attended 
any formal training sessions prior to becoming a mentor to student nurses. 
The nurses who act as mentors for Otago Polytechnic students do so as an 
act of goodwill to the nursing profession and not because of coercion or 
financial gain. 
Students are not registered health professionals and as such they must work 
with an RNM who holds a current Practicing Certificate. Practicing 
Certificates are issued armually by the regulating body of Registered 
Nurses, the Nursing Council of New Zealand. Each registered nurse must 
have a current Practicing Certificate. The issuing of certificates occurs 
when application is made to the council and paid for. Historically there was 
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no need to have to prove competency to the Nursing Council of New 
Zealand, however, the rules governing issue of Practicing Certificate have 
changed and now are competency based and Registered Nurses need to 
demonstrate they meet the set criteria. 
The Polytechnic programme aims for each placement are: 
• That each student will be grven a variety of clinical learning 
experiences during the placement to extend and develop their 
knowledge of skills and 
• That the student will be supported by the registered nurse who will 
act as mentor to the student 
• That the RNM will liaise as necessary with the clinical lecturer to 
discuss the progress of the student 
• That the RNM will assess the student in a fair manner using the 
assessment forms provided. 
It was recognised that achieving a mentor-mentee relationship to meet 
these aims was not always possible and that there can be varying degrees 
of success. This chapter reports on the experiences of RNM' s. Three 
themes emerged from the interviews; with a number of sub-themes. The 
three key themes were; 
Theme 1: How registered nurse mentors learned about mentoring 
This theme explores the many factors that determined how mentors learned 
their mentoring role and discusses conditions that can enhance and hinder 
their ability to effectively mentor students on clinical placements. 
Theme II: The dimensions of men to ring practice 
When working as both a Registered Nurse and a mentor simultaneously, 
I 01 
mentors carry an enormous burden of responsibility to themselves as a 
Registered Nurse, to the student mentee, to the client and to the assessment 
process. Failure has repercussions for both mentor and mentee. 
Theme III: Mentors as teachers 
This theme explores the mentors' ability to support student learning and 
the strategies they employ to facilitate the learning process. 
All themes were central to the process of mentoring and throughout the 
chapter they will be explored in order to gain insight into the strategies 
RNM's employ when working with students. 
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5.2. Findings and Discussion 
5.2.1. Theme 1: Learning to be a mentor 
'The nature and purpose of mentorship is related to the role of the clinician 
in providing student support and guidance, and in many cases encompasses 
the activities associated with learning, teaching and assessment practices' 
(Andrews & Roberts, 2003, p.475). In the past it was taken for granted that 
guiding less experienced colleagues was a responsibility for all Registered 
Nurses, but the variety of roles which mentors are now expected to assume 
indicates that mentoring is a complex and time consuming activity. 
Mentoring requires educational preparation and support, according to 
Atkins and Williams (1995). An issue identified by Atkins and Williams 
was that mentors required formal preparation for their role and that 
mentors should be familiar with the principles and practicalities of adult 
learning, facilitation and reflective practice. How the RNM's in this current 
research learned to develop their roles as mentors is explained in the 
following discussion. 
5.2.2. Evolution of mentoring skills 
The mentors had all worked in practice for at least seven years and knew 
their clients so well they could choose those who were appropriate for 
students to work with, giving a measure of safety for the client and the best 
learning opportunities for the students. The RNM's spoke about the lack of 
preparation for the role of mentor and that it was something that initially 
intimidated them. They took on the role uncertain about what was really 
involved. All RNM's had nearly exclusively learned about mentoring 
through experiences and 'trial and error'. Initially all were 'thrown in at the 
deep end' when they started and expected to just manage. Justine and 
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Diane said that the more mentoring they did the better they got at 
developing strategies to help students learn. 
This situation may be typical of experiences of nurse mentoring throughout 
the world and according to Letizia and Jennrich (cited in Daigle, 2001) 
'there is little or no educational preparation for Registered Nurses to 
mentor student nurses' (p.4). Interestingly, three of the eight RNM's in the 
current study had later attended a 2 hour mentoring course in 2004 and one 
had attended a formal 40 hour mentoring course in 2005. 
RNM' s recalled the way they had been taught or trained as nurses and they 
valued ongoing discussion about mentoring issues with the clinical lecturer 
from the Tertiary Institute. Debra recalled her initial mentoring experiences 
and said, 
It was pretty daunting initially .... We just had students coming 
into the practice and you were told that they were going to work 
alongside you ... I was thrown completely in at the deep end and 
you just had to get on with it.. .. The clinical lecturer rings us 
which is really good and we have a chance to say how we feel 
about the student. When we have issues with a student we bring 
that to the clinical lecturer's attention earlier rather than later .... 
The relationship with the institution and the work place are 
important and they're always available which is good and 
reassuring (Debra, interview). 
Mentors spoke of the way this role had just 'evolved', with minimal formal 
educational input. However, lack of preparation for the role did not prevent 
the mentors offering their services to students. They recognised that their 
experience gave students the opportunity of working with experts. The 
Ri'JM's in this study were passionate about their work and wanted to give 
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students the best learning experience they could provide and it is suggested 
that this passion provided the necessary motivation to learn about 
mentoring. 
5.2.3. The conditions for learning 
All mentors talked about providing a practice environment where students 
could reflect on their experiences. They suggested that for student 
reflection to work well, that they needed to demonstrate certain qualities as 
a mentor. These were: 
• Being approachable 
Nurse mentors were very aware of the power imbalance between 
themselves and the student nurses and that their enthusiasm and genuine 
welcome would ensure that students would feel safe discussing issues and 
not be scared to ask for guidance and advice, or feel that they were asking 
yet 'another question'. The nature of the relationship was found to be 
dependent on how a student progressed through the practicurn and how 
mentors responded to student attitudes towards learning and developing 
competencies. Mentors found it more difficult to maintain an open 
relationship with students who were perceived to have negative attitudes 
yet they understood that they had to remain approachable to maintain a 
good learning environment 
• Providing the right level of support 
The mentors achieved this in a variety of ways. These included being 
present with a student and helping reduce the student's anxiety about 
practice and their new environment. They empathised with students and 
were able to show concern and consideration. When the right level of 
support was not shown by the mentor, there could be major consequences. 
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Bridget shared the following example, 
One time a student appeared very low emotionally when she 
was with us ... we really had to drag her to participate. We 
hadn't inquired really as to why she was not thrilled to be in 
the medical centre. It was only at the end of the placement, 
and we were starting to give up that she revealed she had had 
quite a family tragedy which she had not shared with 
anybody. Not even the polytechnic (Bridget, interview). 
Bridget felt she and the other nurses should have picked this up earlier if 
only they had sat down with the student and questioned her more closely 
about why she did not appear to want to be involved in practice. All 
mentors were aware that other social contextual issues impacted on 
students and they spoke of learning to be 'non-judgemental' towards the 
student. As part of this they recognised that their own personal prejudices 
could potentially impact on the way they worked with them. After 
reflecting on her experiences, Bridget said she liked to work with younger 
students as she found them to be less cynical and less sceptical than some 
of the more mature students. To overcome her mature-student anxiety she 
purposely worked closely beside older students and involved them in every 
aspect of her work. 
• Having good communication skills 
Learning clear communication skills was seen as crucial to the 
development of the relationships on which learning was dependant. For 
both the mentors and mentees in the current research, all mentors spoke of 
the need to communicate with students openly and honestly which 
allowed them to develop a relationship where mutual learning could take 
place. 
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The RNM' s were unanimous in their belief that they needed to be good 
listeners. Justine talked of mentors needing to be 'kind' and have an 
understanding of the student's level of knowledge and of putting in time 
to work with them. This understanding is crucial to any learning event. 
Mentors needed to know what a student could do before they could teach 
them. 
There were times when the mentor needed to make a judgement about the 
student's progress. Clare said she was careful when giving feedback and 
that her criticisms were not the result of any personality clash or prejudice 
she may have felt about the student. If she felt there was an issue that 
needed to be addressed or she felt tmeasy about broaching the subject with 
the student, Clare would check the situation with the clinical lecturer 
before addressing the issue. She worked through such issues by putting the 
situation in front of a student again to see if there was cause for concern. 
Diane said that she really needed to get to know a student before she could 
judge their nursing skills. She felt many factors influenced the student's 
commitment to the course and it helped her to manage and understand 
them during their time on placement if she spent time listening to and 
learning about them. 
• Having sound knowledge 
Mentors all recognised that they needed to be both competent and 
confident in their own nursing abilities. A positive teaching role was 
underpinned by the mentor's knowledge and their ability to disseminate 
this in a way that students could understand. 
• Being able to provide a safe space for student reflection 
Mentors saw their main role as being able to assist the students to make 
sense of their experiences by helping them to reflect on their practice and 
in particular, talk through dit1icult situations. In addition, Clare tried to 
create a space every day where the student could write about their 
experiences in a journal. Writing about events gave them time to think and 
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gather their thoughts about practice, particularly after new or bad 
experiences had occurred. The students could also use their journal as a 
measure of their progress by comparing their thoughts and progress over 
the three week period of the placement. This strategy helped Claire see 
how far the student had progressed and formed the basis of future 
mentoring decisions. More informally, Bridget encouraged all students to 
be actively involved in conversations and worked to include them when 
discussions took place with other colleagues and team members. 
Finally, there was evidence that taking part in the research project itself 
also helped RNM' s think about their mentoring practice as they reflected 
on experiences and tried to make sense of their roles in this respect. 
5.2.4. The barriers to learning 
Mentors not only described the conditions for student learning, thus 
identifying their own learning needs, but they also could describe the 
barriers to learning and challenges they faced. The first of these centred on 
the nature of critique in the relationship. Debra said that she was happy for 
her work to be critiqued by the student but not all nurses felt comfortable 
with their practice being examined by students. Emma felt threatened by 
this because even though she was a Registered Nurse she had limited 
educational qualifications and felt uncertain of her abilities when her 
practice was under close scrutiny by students who were up to date in 
nursing theory and knowledge. She did not seem to value the vast 
experience and knowledge that she had. However, most other mentors felt 
that when students did critique their practice it made them more aware of 
what they did. Their actions and theories in use were often tacit and 
automatic and carried out without having to give a lot of conscious thought 
to decision making or action. Alison talked of her experience, 
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We get used to working like this; this is the normal everyday 
experience for us. We see patients, some of them we get to 
know, some of them we don't. Each time we see them or a lot 
of the times that we see them, it's a new, a new thing that they 
want to discuss. That's an everyday experience for us. 
Students don't have that familiarity. They are not familiar with 
the quick seeing of people every 15 minutes and trying to help 
them as best you can in that time (Alison, interview). 
All RNM's said students were likely to question practices that had been 
performed successfully over a period of time but were different to what 
they had been taught at the Polytechnic. The risk for mentors from feeling 
threatened by such critique was lessened when mentors were willing to 
discuss practice and to respond to students' questions. 
The recognition of how different the environment was for students and the 
changing expectations each practice had for them, were talked about by all 
of the RNM's. They were aware that not only was the practice setting 
overwhelming at times, so too was the scope of a nurse's practice. Alison 
said that there were times when she forgot this. 
Adding a student to an RNM's workload undoubtedly created further work 
for the mentor and this was sometimes seen as frustrating for other practice 
nurses as they had to pick up the extra work that resulted from mentoring. 
No time allowance for mentoring was given to any of the RNM's in this 
study and they frequently reported that they were running behind time, 
missing out on morning tea and so on. Having said that, Bridget found that 
there were 'swings and roundabouts' and this tended to balance out with 
busy and quiet times, so for her there was no extra burden overall. Justine 
commented that because she worked autonomously in her practice, she 
could adjust her work load to meet client, student and practice needs. 
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For clinical mentors to perfom1 their role successfully, Spouse (1996) 
suggests that it is necessary for the RNM's workloads to be adjusted to 
take into account the extra energy and time required when being a mentor. 
The results of the current research demonstrate that the mentors managed 
many roles simultaneously including coping when there was minimal 
adjustment to working practices. Another solo practice nurse said that she 
had the capacity to manage and organise the practice around having a 
student, 
it's a given that I have students .. .I would tell the doctors and 
the staff ... it will be talked about, mostly all my preparation 
is mental preparation, I'll try and plan out some research that 
I'm going to do, I'll start thinking about the experiences I can 
put in front of them. If there has been something I have been 
thinking about I might choose this time to explore it (Clare, 
interview). 
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5.3. Theme IT: The Dimensions ofMentoring Practice 
The key dimensions of mentoring practice are framed in terms of the 
different and often competing responsibilities that the RNMs felt and the 
perceived benefits and rewards the mentor gained. 
5.3.1. Responsibilities 
There were four dimensions of responsibility that were identified by all 
RNMs. These were responsibility to: 
a) oneself as a Registered Nurse 
b) the student mentee 
c) the client 
d) the assessment process 
a) Responsibility to oneself as a Registered Nurse 
The responsibility of mentoring students was important to all participants 
and weighed heavily on the shoulders of each RNM because they were 
aware of the importance of the students need to pass the course in order to 
progress in the programme. A key factor influencing how RNM's managed 
their responsibility was the preparation for the role of mentor. 
Learning from mentoring experiences was important to all the RNM's. 
They reported that the more students they had the greater the confidence 
they found when managing everyday situations. Bridget said that she has 
had to learn to be more careful and thoughtful about what she said because 
she said she was an extrovert and some of her comments could be seen as 
being flippant and she did not want to portray this to the students. An 
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example was a comment she made once to a colleague (glibly) that nursing 
was 90 percent confidence and bluffing and 10 percent education and 
knowledge. That one comment came back to haunt her when colleagues 
reminded her of it and so she now thinks more carefully about the message 
she wants to portray to students before she opens her mouth. Ella said that 
she always learned from both good and bad experiences, however, she felt 
that the bad experiences were often due to her inexperience as a mentor or 
lack of preparation prior to the arrival of a student. 
b) To the student mentee 
When students entered the placement for the first time the RNM' s 
were aware of the limited time available to involve the students in a 
variety of clinical experiences. Yet there were times when things 
went so well that mentors reported that they didn't need to discuss 
with the student how they were doing. According to Schiin (1983) 
these could have been lost opportunities for learning. Furthermore, 
there needs to be opportunity for positive re-enforcement of a 
student's practice and also recognition that all practice is seldom 
perfect. However, there is a human tendency to concentrate the little 
time available in a busy working day to manage problems rather than 
taking time to reflect on positive outcomes. With respect to using 
such a space for reflection, the mentor is typically operating with 
theories in use as she tries to ensure that students do what she wants. 
Typically the intellectual basis of these theories is hidden and the 
student may not understand the justification. Using these times might 
be an ideal opportunity to make some of these ideas more explicit 
while also allowing the student a chance to say what they think. Such 
dialogue can create an ideal situation for reflection and learning for 
both parties (Schiin, 1983). 
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The RNM's liked to give the students feedback about their progress during 
the clinical placement, and felt the sooner this was done, the sooner 
students were afforded the opporttmity to change their practice. Giving 
honest and truthful feedback to a student was seen as necessary, however 
not all RNM's found this easy to do, but recognised that it was part of their 
role. Dianne saw her responsibility as helping students to recognise the 
limitations in their scope of practice and also in pointing out new learning 
opportunities for them. Encouragement, support and guidance were seen as 
important factors by the RNMs. 
One of the teaching strategies they used was to encourage the students to 
look for answers and solutions to issues for themselves, rather than always 
responding with an immediate answer to a query. The mentors felt that this 
encouraged self-determination and gave the RNM' s much needed 
breathing space from the constant questioning by the student. Mentors 
were receptive to listening to new ideas and information, however, time to 
do this was sometimes limited and governed by workloads. 
Justine commented that she worked to ensure that students felt valued and 
she took care to share experiences and verbalise her knowledge in a way 
that students could understand. She wanted the students to 'see more than 
just the procedure' and by this she meant that there are many other aspects 
of client care than the task in hand. It was her job to ensure that students 
were aware of this, giving them a holistic view of the care she was able to 
give to clients and therefore a better understanding of the scope of a 
primary health care practice nurse. 
c) To their clients in practice 
For all RNM's in the study, providing clients with a safe nursing service 
was paramount. They were protective of their clients and chose carefully 
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who they would have a student work with. Clare was aware that client 
satisfaction was important to the practice and that not all clients would 
want to be involved in working with a student. The RNM's ensured clients 
understood the student's role that students worked safely under their direct 
supervision. Debra felt her responsibility as a mentor was to ensure 
students understood the cause and effect of treatment. She said, 
You're dealing with a patient, a person and it's a life and 
you're giving them information and medication that can be life 
threatening. So you've got to know the cause and effect of the 
procedures that you are doing and this is where it's got to be 
safe practice and responsibility for checking things out such as 
the name of the drug, the expiry date, and making sure 
everything is correct before it is administered (Debra, 
interview). 
The difference in PHC to hospital based care is that clients do not come 
with a hospital label with all their information neatly printed for the student 
to check. Students need to learn to check many details for themselves. 
Debra spoke of differences in client care in PHC, where clients were 
generally well and nursing involved the prevention of illness. Students had 
the opportunity to learn to think of different ways they could work to meet 
their client's needs. 
Dianne was very aware that New Zealand has an aging nursing workforce 
particularly in PHC (Ministry of Health, 2003) and she saw students' 
exposure to nursing in general practice as a way of introducing and 
enticing students to explore the potential for working in this area. She 
talked of the importance of succession planning for practice nurses. 
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telling them when they leave that, you know, we'd like to see 
them back again one day if they wanted to ... staff succession, 
sort of planning really ... For the future ... Well, we are all 
getting older (Diane, interview). 
The pressure to think and plan for the future of nursing was a priority for 
Dianne and she took this responsibility seriously. The potential to attract 
younger members of the profession to PHC was an attractive outcome of 
being a mentor for this participant. 
d) To the assessment process 
Summary assessment of a student's clinical experience proved difficult for 
six of the eight participants. They had a range of concerns. While most 
RNM's had little difficulty in giving verbal formative feedback to students, 
the nurses spoke of problems when it carne to sitting and writing the formal 
written assessment. All felt they were honest in their assessments. 
However, issues with the forms that were provided caused the greatest 
concern. This finding is consistent with that of Pulsford et al. (2002) who 
advocate more user friendly documentation. In the current study RNM's 
felt the current forms (Appendix 6) were restrictive in allowing room for 
comment and the meaning oflanguage used was at times unclear. 
One mentor said that she was aware how easy it would be to let her own 
prejudices and personality clashes get in the way of a fair assessment of a 
student and worked to ensure that this did not occur. Justine and Alison at 
times had problems writing exactly what they wanted to say because they 
felt unsure of what was expected of them, they also felt that some students 
did not value their reports and this caused the mentors to feel as if they 
were wasting their time writing comments. Debra tried hard not to upset or 
offend the students with her comments and liked there to be no surprises at 
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assessment time. She talked to students and gave them feedback 
throughout the placement so that they knew how they were doing. The 
importance of the assessment was not lost on the RNM's they each took 
their role seriously. There was according to one RNM, a 'burden of 
responsibility' felt and mentors were aware that a student's progression in 
the course depended on what they wrote. 
While not all RNM's had difficulty with the forms, Ella wondered if there 
might be a simpler way of assessing and if not, guidance on how to assess. 
Clare thought that it would be useful to have greater interaction with the 
clinical lecturer at the beginning of each year to discuss any changes in the 
assessments and forms prior to the student going their on clinical 
placement. As a result of the comments from mentors the assessment form 
was changed for 2006 (Appendix 7). 
5.3.2. Benefits of becoming a Registered Nurse Mentor 
The second dimension of mentoring that concemed all RNM's was the 
perceived benefits of taking on the training of student nurses. All RNM's 
spoke of the benefit to their nursing practice of sharing and receiving 
knowledge with the students. They believed this mutual sharing was 
important as it helped to develop mutual respect for each other and added 
to their mentor-mentee relationship. The RNMs said that they liked sharing 
their knowledge with students. When they did this, the mentor's self-
esteem was enhanced. The effect on their practices when students wanted 
to learn re-energised them and the student's enthusiasm for learning 
became contagious (see also Jonson, 1998). The resultant partnership 
allowed RNM' s and students to share in the personal growth and personal 
development of each other. According to Nefstead and Nefstead (2005) 
mentoring is an important aspect of nursing if nurses are to meet the 
growing needs of society and future nursing workforce requirements as 
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mentees gain insight into the expectations ofthe workplace and roles of the 
mentors. 
The rewards to mentors were not always obvious. They enjoyed observing 
students' progress through the placement and seeing them learn new skills 
(Andrews & Wallis, 1999). They talked of benefits such as improved 
communication skills and being more aware of own practice. They were 
able to share information and receive new knowledge and find new ways 
of working which all helped them to keep in touch with new nursing 
developments. This correlates well with a study by Atkins and Williams 
(1995) who also found that nurses who became mentors began reading 
more widely in relation to their practices. 
The mentors were aware that they could not be everything to all people and 
were able to call on a number of individuals during the student's time in 
practice to ensure the student had a broad view of their placement and the 
activities involved in PHC. Given that mentoring provides 'collective 
wisdom and strength' (Sword et a!., 2002. p.431) the opportunity for 
students to contrast knowledge with mentors and others was fundamental 
to their learning experiences. Bridget stated that there were times when she 
didn't always have the answers for students and it was useful for her to find 
the information out. She found this time of mutual sharing and learning 
reassuring and the student was often reminded that the ~NM's did not 
know 'everything' and were also learners. Bridget said, 
if I don't know and if the student asks me, I'll say, say let's 
go and find out and we've got, at work, we've got wonderful 
resources, resources in the form of textbooks, dmg company 
information or public health style pamphlets (Bridget, 
interview). 
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The RNM's did not always know about their students' prior learning nor 
did they have a sound knowledge of the student's previous nursing 
experiences. All have different experiences at this stage of nursing and 
knowledge varies depending on when their PHC placement occurs during 
the second year. For example, students at the beginning of the second year 
require greater support to enable them to experience practice and mentors 
need to understand what a student knows and can do to teach them 
accordingly and provide a safe learning envirorunent. 
While not all RNM's had an understanding of the curriculum, most 
believed that the relationship they had with the clinical lecturer and the 
School of Nursing would allow them to address any queries or gaps in their 
knowledge. Spouse (1996), said that the knowledge nurses possess and 
their skills to work with people allows the RNM's to respond to the 
challenges of mentoring. 
The nature of support that mentors required varied and was not always 
clear (see DuffY et a!., 2000). The objective for clinical lecturers was to 
provide sustained and structured support and to achieve this there needed 
to be effective communication between the tertiary institution and the 
clinical envirorunent. It was unclear from the interviews with the mentors 
just what they really required in this respect. All but one mentor felt there 
was enough support from the clinical lecturers and all felt they could 
contact them or the course co-ordinator at any time. Bridget said 'that in 
their practice they liked to deal with issues 'in house' in the first instance, 
because the mentors are on the spot and should be able to manage'. 
However, if issues were not resolved within a couple of days they 
contacted the clinical lecturer to work with them and deal with problems. 
Ella said that she had recognised there were times when she should have 
called in the clinical lecturer much earlier for support. From the lecturers 
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perspective it is important that the mentor does not leave it too late in the 
placement to give information that a student is not meeting the required 
outcomes. Processes need to be fair for students so that they have an 
opportunity to change behaviour and ideally the sooner this is done in a 
placement, the sooner the student can reflect on whatever it is they are 
doing wrong, and make changes. 
The support that mentors required from staff members in the practice relied 
on willingness by them to assist with workloads and provision of time for 
mentoring. As previously stated, there was no extra time allowance, 
mentoring was something added in to the mix and mentors just got on with 
the job. The mentors ended up taking shorter lunch breaks and stayed on at 
the end of the day to catch up on other work. Ella tried to keep her diary 
free of appointments when she knew she had a student coming as this 
allowed her more time to spend working with and discussing practice. She 
also said she could shut the door and have time with the student, 'it's what 
we do!' 
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5.4. Theme ill: Mentors as Teachers 
Tirroughout the student's time on clinical placement the RNMs needed to 
watch closely over the student. Close supervision was used when working 
with a student and clients. This strategy allowed the RNM to step in and 
take over when the unexpected occurred. The RNM' s presence ensured 
that student learning was supported and the method all mentors used can be 
illustrated by the scaffolding metaphor. 
As part of this, mentors were keen to set goals and model professional 
behaviour (Theobald & Mitchell, 2002. p.30). The nature of the support for 
teaching that mentors required varied and was not always clear. The 
objective for clinical lecturers from Otago Polytechnic is to provide 
sustained and structured support for mentors and consequently mentors in 
this research were all comfortable in contacting the lecturers when any 
issue arose. 
5.4.1. Scaffolding learners 
Scaffolding learners (Vygotsky, 1978) allows students to learn from peers 
and gradually move to independence. Examples included; 'dry runs' where 
the student has a practice run before actually carrying out the technique. 
This strategy allows the student to focus on theoretical knowledge and then 
attempt the more advanced skills of practice, followed by reflection on that 
practice (Cope et al, 2000; Gray & Smith, 1999; Spouse, 1998). This 
method was commonly used by both mentors and students. 
RNM' s felt that they needed to share precise knowledge with students and 
recognised that their own practice was going to be open to scrutiny by the 
student and the clinical lecturer. Alison found being scrutinized the most 
difficult part of mentoring for her, because throughout the process she had 
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to ensure her own professional safety. Alison said, 
We're so accountable now and it should be that way that we 
should be accountable for everything that we do. It becomes 
difficult when we are accountable for a student's activities as 
well. It's not just do, what you say and what you see. It's what 
you feel as well. For example: injection techniques. It's feeling 
things. When you're supervising the student, you can't 
actually do this; it's almost like being blinkered in a way. 
Instead of having all your senses there, one or two are 
removed (Alison, interview). 
In this example four issues arise: 
I. Accountability 
Alison worried about how much of herself she should give to the 
students. She felt the burden of accountability for herself and the 
student and said it was easy to download information and impart 
knowledge but to ensure everyone was safe was another story. 
Ultimately she had responsibility for whatever the student did and 
this weighed heavily on her shoulders. Alison said she was 
accountable to the Nursing Council of New Zealand, the practice, the 
clients, the student and the Polytechnic while working as a Registered 
Nurse Mentor. 
2. Teaching techniques as an art form. 
It was difficult for Alison to know just how much the student knew 
or was capable of. Vygotsky (1978) believed that 'learning leads 
development' and in this research learning was seen to occur while 
the student and RNM worked together and that the development of 
the student was the product of that work. Alison was very aware of 
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being ready to step in when the unexpected occurred with a student 
and this support allowed the student to grow. She felt she was a 
trusted partner in the relationship and by always ensuring she was 
present to offer support and encouragement to the student when tasks 
were attempted. 
Supporting students in a manner in which they feel safe to 'have a 
go' while having someone to assist or take over when things do not 
go according to plan is part of scaffolding. As the learner develops 
confidence and competence the scaffold is gradually dismantled. 
However, if the task proves to be more complicated, then the scaffold 
can be re-built to ensure both client and student safety (Spouse, 1998; 
Cope et al., 2000). There are four steps to scaffolding learners that 
assist them move through the 'Zone of Proximal Development' 
where learners can extend their growth and skill level (Vygotsky, 
1978). To illustrate this the model in Figure 5 page 122, uses the 
example of giving an intramuscular (IM) injection. This example was 
discussed by several mentors. 
122 
Step 1 
RNM and student are both actively involved in the procedure. The RNM knows the 
full procedure and the aim whereas the student has only ever drawn up the injection 
and administered it to a mannequin in a clinical classroom situation. The student has 
not experienced administering the injection to a live person. 
Step2 
The student starts to take over the role. The RNM allows the student to go as far as 
possible without endangering the client. 
Step3 
The student moves into a new stage of development. They develop a new 
understanding of what it 'feels' like to administer an !M injection to a real person. 
This is a stage that has been missing in their experience previously. So they learn how 
hard to press the needle to penetrate skin, how far to push the needle in to reach the 
muscle, how hard to press the plunger to dispense the medication, over what time 
frame and then how quickly to remove the needle after the injection of fluid is over. 
All this while managing to talk to the client, reassure them and talk through what they 
are doing with the RNM. During this time the RNM is present and offers 
encouragement and guidance. 
Step4 
The RNM reflects with the student, discussing what they discovered, how to do things 
next time and what was important about the experience. 
Figure 5. Steps to scaffold learning for intra-muscular injection 
administration 
Mentors need to be aware of the student and the client during the 
injection, and be prepared to step in to assist if the student omits part 
of the process or if the unexpected occurs. Therefore scaffolding up 
or down relies on the mentors' ability to assess the way students are 
managing the clinical situation and in fact the scaffolding may need 
to be raised during the process, for example the RNM may simply 
123 
move in closer to the student to talk them through the next step of the 
process, e.g. ' ... that is really good, just quietly press the plunger 
down so that the fluid is dispensed over 5 seconds, remember, it 
helps to count to yourself. When the injection is over it is important 
to offer words of encouragement such as 'you managed that well'. 
There is a need to be honest with the student if the procedure did not 
go well and they need to know what to do to improve performance. 
3. Tacit knowledge 
Alison's 'feeling' for injections is an example of tacit knowledge. 
The student also brings with them a range of experiences that they 
can't always talk about. Mentors and students need to talk to 
ascertain what the scope of their practice is. Typically, mentors 
expected students to come with a basic set of skills and knowledge 
but were frustrated when students had little experience of working in 
real-life situations. 
4. Double tasking i.e. practice and teaching 
Throughout the interaction Alison is showing the student how 
nursing practice is managed. She does this by role modelling but also 
by guiding the student. A further example of this was when Clare 
was working with a student who was upset because another nurse did 
not want to allow her to give a Ferrum H (iron) injection. She said, 
as you know all experienced nurses hate giving iron injections, 
because we know all the risks. I said to the student do you 
understand why the other nurse would not let you do the 
injection and she said, oh yes, because I might hit the sciatic 
nerve. So I went and got the pamphlet out the iron injection 
box and we read what could have gone wrong (Clare, 
interview). 
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Clare spent the time going over the information and procedure to ensure 
the student understood the need to explore all the information required to 
safely administer an injection she had never before given. 
5.4.2. Reflection 
Clare found that she had difficulty ensuring that students actually took time 
out to reflect on their experiences as this encroached on clinical time. 
Having the students involved in every aspect of the nurse's work all day 
may be detrimental to a student's learning, as they don't have time to 
process and analyse their new knowledge and performance before moving 
on to the next client. 
Garrett (1992) suggested that 'reflecting with' is about the 'true sharing of 
the experience eliciting knowledge of a different kind' (p.226) and 
'reflecting on' occurs 'when students critically examine their practice and 
evaluate their learning' (p.226). Being able to explain their practice is an 
essential part of nursing as it allows students to understand the links 
between cause and effect. Reflecting with and reflecting on are, according 
to Garrett (1992), 'two ways of knowing which are eclectic to the nature of 
nursing knowledge' (p.226). It was therefore not so surprising to find this a 
key subject when coding the data from the interviews with the RNM 
participants. When asked what they meant by 'reflection' or 'reflective 
practice,' the mentors talked about the process from different perspectives, 
firstly their own and then the students. They spoke of deconstructing 
practice, thinking about an intervention and then asking the critical 
questions; how could we have done that better? Why did I do that? Why 
did I say that? How would you plan that next time? RNMs use a variety of 
methods, including journaling, drawing, storytelling, discussion in tutorial 
settings and debriefing, with more senior staff and peers. The RNM' s were 
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also aware of the need to make time to sit down with students and simply 
discuss the events of the day. 
SchOn (1983) explored the tacit knowledge of professionals implicit in the 
way they work. The mentors in this study did not often think about this, 
even when they were performing skills and explaining them. However, 
tacit knowledge explained can give greater understanding of the 'what', 
'how' and 'why' of interventions. The result of such 'reflection in action' 
leads to criticism, restructuring and bringing about changes in practice. 'It 
is this entire process of reflection-in action which is central to the 'art' by 
which practitioners sometimes deal well with situations of uncertainty, 
instability, tmiqueness and value conflict' (Schon, 1983, p.SO). Reflecting 
on practice is, according to Schon a way to discover differences between 
espoused theories and theories in use and to begin to discover new ways of 
learning. A student nurse is also learning from and sharing in the 
experience of a client who is living through the event. Learning to 
understand the meaning of that experience requires the student to discuss 
all aspects of care with this mentor. 
The RNM's found that the students liked time to sit and talk as it also 
helped to enhance their relationship. However, there was no formal process 
for mentors and mentees to follow in developing systematic reflection. 
Bridget said that there had always been some form of reflection present 
throughout her nursing but it was only in recent times that she had become 
aware the process in a more formal sense. 
5.4.3. The cyclical nature of the placement 
The mentors all spoke of the need to make the students feel welcome and 
they were aware of the different nature of the PHC placement to those 
students had previously experienced. RNM's spent much time preparing 
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for students and in return expected that they would be enthusiastic willing 
learners. This expectation was in some cases not realised. One such 
instance was when a student had experienced the break-up of a personal 
relationship during a placement meaning they needed to reconsider career 
choices and options. The RNM needed to be cognisant of these facts to 
help facilitate the student's placement. All mentors wanted the work-place 
to be welcoming and friendly but because they had a professional 
responsibility to assess the student all were cautious about being overly 
friendly. Jonson (1998) discussed how in the programme she was involved 
with, the mentor was an ally and supporter of the student, 'friendship with 
a purpose' (p.29). Dianne said that she recognised that there was a fine line 
between getting on well and over stepping the mark with a student, 
although she liked the practice environment to be relaxed when students 
were present. 
Preparation for students varied. Some mentors planned the students' time 
while others ensured that their student received an orientation. Two 
RNM's, Clare and Debra, were aware that students faced difficulty in 
settling in to a new work environment and recognised that most were also 
dealing with pressures of life which could impact on their ability to adapt 
to their new situations. Both Clare and Debra believed that it was helpful if 
the RNM was empathetic to the student's circumstances. 
Involving the students in the practice team was important. Diane talked of 
making sure that students felt part of the workforce. She liked students to 
be involved in all aspects of the practice and there was a role for students 
to play when things got busy. In emergency situations, it was rare for a 
student not to be included. All members of the team liked having students 
present and included them in tasks and discussions. In contrast, Ella, found 
that her desire to have students waned from time to time due to the effort 
that she put into mentoring. Ella said there were quiet times at her practice 
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and during these times she usually attempted to catch up paper work. 
However, when students were present she felt she needed to spend that 
time with them. Thinking about the impending arrival of a student 
impacted on her energy levels as she anticipated the amount of work that 
this would entail. However, when the student arrived she tended to forget 
her negative feelings and just got on with giving the student the best 
experience she could. 
Once students were more settled the ensuing relationship was dependent on 
mutual trust, honesty and openness which all allowed for sharing of 
experiences and knowledge. This concurred with the findings of Spouse 
(1996). All RNM's agreed that their relationships with students depended 
on clear commtmication, and that they tried to treat all students the same, 
regardless of age or gender. Three of the RNM' s spoke of having a 
'motherly' role and one likened mentoring to guiding her own teenage 
children. 
Expectations that students would develop enthusiasm for their PHC 
placement and be willing learners were factors all RNM' s said they 
desired, but in some instances this did not eventuate. When students were 
unenthusiastic, the mentors looked at themselves in the first instance to see 
what they had done wrong and question their mentoring ability. Clare 
spoke of the ability to share dreams with students and discover new drean1s 
about practice possibilities. This gave her enthusiasm for looking for ways 
of improving health care. 
All of the RNM' s were prepared to allow students a settling in period and 
Diarme suggested that she was happy for this to take up to 48 hours. 
During this time she allowed the student to be an observer and the student 
could to follow her around or in her words 'hang on to my shirt tails'. The 
other mentors were also happy for students to be observers during a 
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'settling in' time. It was also noted that the scope of practice could be 
overwhelming at this stage, and students appeared to need time to 
appreciate the complexities of practice nursing. 
Most RNM's did not ask the students for an evaluation of their PHC 
placement or of themselves as mentors. However, two RNM's said that 
they did this in a formal way. They believed that feedback from students 
let them know what they did well and that the RNM' s then could 
appreciate what they needed to change to ensure that future students got the 
best out of their time in practice. Other mentors commented that they felt 
students would feel uncomfortable being asked to fill in an evaluation fonn 
and then give the completed form to the person who may well be doing 
their clinical assessment. 
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5.5. Conclusion 
Practice nurses welcomed second year students to the general practice 
environment enthusiastically, they recognised students needed to feel 
welcome and that it took time to settle into practice. The participants 
approached their work with nursing students with patience and excellent 
communication skills, and it is known that this facilitates an environment 
which is fundamental and promotes the effectiveness of the learning 
experience (Andrews & Wallis, 1999; Andrews & Roberts, 2003; Cahill, 
1996). The mentors spoke with feeling and passion for nursing and for 
mentoring students and despite the numerous contextual issues that 
encroached on their working lives, they saw the benefits to their own work 
of having students which tar outweighed any negative aspects. 
It was clear that mentors are learners as well as teachers. The RNMs 
continually learned from the students, and recognised the value of 
reflecting with students to gain insight into their practice experiences. They 
found that time spent talking with students and observing students' 
practice, helped them to gain confidence in their teaching ability and they 
also recognised how far students had progressed and grown over their time 
on placement. The ability of the mentors to encourage students to become 
self-directed learners meant that students spent some time researching 
topics which they could then share with the mentor, giving the RNMs 
breathing space from constantly having to provide students with the 
answers and solutions to queries. 
Mutual trust, honesty and openness were fundamental elements to 
establishing and maintaining the partnership which was crucial to the 
outcome of the placement for the student. The .RNM' s said students who 
came to a placement as willing learners were much easier to mentor than 
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students who were less enthusiastic. One important factor in the learning 
relationship was being friendly while maintaining a professional stance in a 
relaxed learning environment. The RNM's found that when mentoring was 
not successful they wondered what they had done wrong, questioned their 
own mentoring ability and often felt they had wasted their time. The failure 
of relationships may also have impacted negatively on a student's 
assessment at the end of the placement due to lack of clarity around 
expectations, poor communication, contextual factors impacting on 
students ability to learn and, in some cases, the mentors own prejudices 
about students. The outcome for students is that they may miss out on 
valuable learning opportunities and could potentially fail their clinical 
placement. 
Responsibility of the mentor for their own professional standards of care 
was a burden all RNM's were prepared to take on. They were aware of the 
need to provide information and share their clinical experiences. They also 
managed to provide close supervision and guidance to the student which 
was necessary to ensure safe practice but this became an added risk to the 
RNM. Scaffolding learning was a technique employed by nurses to 
minimise that risk and support learning. RNM's were also instrumental in 
the process of scaffolding through role-modelling and creating reflective 
learning opportunities with students. 
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CHAPTER6 
SUMMARY AND RECOMMENDATIONS 
6.1. Summary and conclusions 
Practice Nurses mentor nursing students with enthusiasm but it needs to be 
acknowledged that in doing so they increase their workloads to 
accommodate student learning at their own peril. However, they see 
mentoring as an important part of their work. Mentors in this study learned 
their mentoring role mainly in the first instance 'on the job'. They all said 
that their prime objective was to give the students a good experience. 
There is no doubt that all students went to the PHC placement with some 
anxiety, whether it was created by previous experiences, poor relationships 
with mentors or their concerns about lack of knowledge of the Primary 
Health Care setting. Students all recognized the significance of the role of 
the Rol\fM in determining their future progress through the undergraduate 
programme. 
The process for mentoring students required that RNM's prepared for and 
welcomed students to their work place. The manner in which the student 
was socialised into the placement impacted not only on the relationship 
they developed with their RNM, but also on the final outcome for the 
placement. It was significant that students who felt welcome and could 
share their knowledge in a supportive trusting environment were successful 
in achieving the outcomes for the clinical component of the course. The 
students who just got the placement over with because it was something 
they had to do were left with a sense of frustration and negativity about the 
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mentors and their placement. Their learning was more about survival than 
the mastery of clinical skills, and knowledge and practice experience. 
Reflection was an important part of all participants' practice, and the 
learning from negative experiences proved invaluable for some students as 
they recognised and developed strategies to cope with situations that left 
them feeling undervalued and under-extended. These students had 
subsequently, recognised that negative experiences could also be valuable 
learning opportunities if managed well. 
A key factor to the success of mentoring students was the interpersonal 
relationships present in the practice environment. Any disharmony in the 
work places caused unease for students and when this affected them 
directly they were unsure of their safety and felt vulnerable. Students were 
ill prepared for practice politics that were evident in two workplaces and 
they required strategies to cope with these situations. All learned to 
conforn1 to the way their mentor nurse thought, as this was a way of coping 
and created a line of least resistance to achieving the desired positive 
outcome for the course. Students recognised early the need to 'not rock the 
boat'. They believed there were rewards for doing this and were more 
likely to have an enjoyable placement and be accepted and included. They 
were also more likely to receive a favourable report. Gray and Smith 
(1999) found that by carrying out such actions students were more readily 
accepted as part of the team and lost their 'outsider role' more rapidly. 
Students talked about the need to feel useful, as most wanted to be 
accepted and were prepared to do whatever it took to achieve fuis. 
The vexed issue of assessment was a powerful driver of behaviour and a 
cause for anxiety for both mentor and mentee. Assessment for the students 
was significant because if they failed the clinical component of the course 
fue time and cost of completing their degree. For mentors they felt 
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responsible for ensuring the students passed, but also suggested that the 
assessment process was not always easy to follow. They did not like failure 
and tended to remember these mentoring experiences in a negative light. 
They too felt like they had failed. 
The pressures on RNM's to fit mentoring m with their already busy 
workloads had the potential to add to an already tenuous work situation but 
this is the current context for Practice Nurses in New Zealand. The threat to 
RNM' s by changes in the delivery of health care in the form of Primary 
Healthcare Organisations (PHO's) has arisen and as general practice 
struggles to meet its commitment to communities throughout New 
Zealand. The continuation of the nursing service as it is today may no 
longer be such a viable entity because of new financial constraints. This 
situation could potentially alter how students obtain clinical experience and 
mentoring in PHC may be severely limited. Such a situation would have a 
major impact on the recruitment of PHC nurses. 
Myrick and Barrett (1994) suggested that by its very nature the relationship 
between the mentor and mentee can be fraught with difficulties and this 
was highlighted by both RNM's and students. The study clearly showed 
that relationships had the potential to either make or break the experience. 
More than one student had had difficulties with previous RNM' s and these 
earlier experiences impacted on students' perceptions to such an extent that 
it prevented them from moving on with confidence and working effectively 
in their new clinical environment. Both RNMs and students were 
concerned about this. RNM' s were uncertain about their mentoring ability 
in these circumstances. It appeared to leave student and mentor in a 
difficult position. 
Mentoring was a balancing act for both mentors and mentees. I made a 
comment in my field note book after the fifth student interview that 
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students felt they had to carefully negotiate their way forward in each 
placement. Initially they wanted mentors to explain practice procedures in 
infinite detail but later, they began to thrive as they gained more 
confidence and when they felt they were productive and helpful. Being 
successful at simple tasks gave them a sense of satisfaction and feeling part 
of a team helped them to begin to develop confidence and begin to move 
forward. However, learning opportunities were sometimes limited by the 
RNM's ability to provide a range of experiences. This situation occurred 
because of the unpredictable nature of practice work. Some students felt 
disadvantaged by the lack of opportunities at such times. Students did not 
recognise the value of 'down time' where they could have furthered their 
knowledge, or reflected on their learning experiences. 
There are many research studies that report student-nurse stress while on 
clinical placement and there are many factors that affected this. These 
included mentor stress, student workloads, being overwhelmed at the 
extent of practice and social circumstances. The students had learned their 
clinical skills in a very controlled clinical laboratory situation and then 
were expected to make the transition to the 'real world'. Yet real practice 
is much more complex. It had been hoped that weekly tutorials would have 
assisted students deal with complex transitions but when interviewed, they 
had little recollection of their tutorial experiences. 
When the RNM' s were asked about what sustained them as mentors all 
replies showed their passion for nursing, a desire to share knowledge and 
the challenge. To watch a mentee develop, grow and begin to integrate 
theory and practice was very encouraging. However, surnmative 
assessment remained a problem no matter how good the relationship that 
developed between themselves and their mentee. While all RNM's felt that 
the assessment process was the most difficult part of having a student, all 
reluctantly completed the task. RNM's did recognise that they were the 
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gatekeepers and maintainers of professional standards. 
Good induction processes overcame student (and mentor) anxiety. An 
important part of induction was setting expectations and exploring goals 
the students wanted to achieve while on placement. Professional 
socialisation is necessary if students are to learn the culture of nursing 
which was seen as the values, attitudes, and practices that make the nursing 
profession distinct from other professions. For this to occur successfully, 
Registered Nurses need to share their experiences with students, but 
students also need to be open to learning from this opportunity. 
There were expectations from the students that their mentors would be 
'there for them' and there was a measure of comfort obtained from this 
belief; students went to their placements with this idea in mind. They felt 
that the mentor was the key person who would support, guide, supervise 
and complete their assessment. Their clinical lecturer was the person with 
whom they discussed issues that they felt the mentor could not talk about 
or that they felt uncomfortable talking to the mentor about. 
When the mentoring process did not have a positive outcome, the result 
was distressing for both parties. Not all experiences in PHC were straight 
forward and students looked for ways of managing these. Ultimately the 
relationship that students developed with their clinical mentor had potential 
to influence the way a student was prepared to expose themselves with 
respect to developing their clinical practice. When the student felt 
unsupported or lacked confidence, they were less likely to demonstrate 
their ability for fear that the mentor would judge them harshly. This made 
it difficult for the mentors to judge their ability and knowledge therefore 
and teach the student. It was critical that clinical lecturers could help 
students and mentors in those circumstances and find ways of working 
together to achieve a positive outcome. However, any action was 
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dependant on one of the parties involved actually wanting to discuss the 
issues openly and look for solutions. 
To facilitate learning it was important to the students that their RNM was 
approachable and that they allowed time during the day to discuss issues. 
RNM's needed to watch closely over the student and students recognized 
the difficulty of having such constant supervision. They could also 
recognize the difficulties that this created for the mentor. Close supervision 
was a safety mechanism for student, RNM and clients as it allowed the 
RNM to step in and take over when the unexpected occurred. It meant that 
the RNM's needed to have a presence and this allowed the student to have 
their learning supported. Scaffolding learners is a concept that can frame 
teaching within a mentor-mentee relationship in nurse-education. 
Reflection was a key concept in learning and students were expected to 
begin using reflective practices throughout their placement. They did this 
in a number of ways including joumaling, drawing, storytelling, discussion 
in tutorial settings, debriefing after interventions with clients, with more 
senior staff and in discussion with their peers. When mentors were asked 
how they understood 'reflection' or 'ret1ective practice' they talked about 
the process from a different perspective. RNM's made time to sit down 
with students and discuss the events of the day and saw themselves as 
facilitators of reflective practice. The experiences that students reflected on 
were often very complex and they were firmly located in SchOn's (1983) 
'swampy lowland' of practice. However, this potentially gave students 
greater insight into their own development as nurses. 
Ensuring students felt safe in their practice was paramount to all RNM's 
and they were aware of the responsibility they have to students and clients. 
Student nurses are not registered health professionals and as such when 
working in the clinical environment they must be under the direct 
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supervision of the RNM which creates logistical issues and puts strain on 
the RNM who ultimately holds responsibility for safety. However, 
mentoring student nurses is an integral part of nursing education. The 
Polytechnic is reliant on the goodwill of RNM's and PRO's to provide 
clinical access for students. Tertiary institutions therefore have a moral 
responsibility to provide educational resources to ensure that mentors are 
equipped to support students' learning. This research showed a sound 
relationship between the clinical lecturers and the mentors, but there is an 
ongoing need to develop resources and relationships if the mentors are to 
feel that the work they do with students is supported and valued, and that 
their contribution to nursing education is recognised. 
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6.2. Limitations of the study 
This study does not claim generalisability but makes a contribution to the 
theories of mentoring through illustration of mentor and mentee 
experiences. The intention is for the reader to connect with the rich stories 
that participants shared with the critique of this and the theories in action in 
order to construct their own meaning. It is informative rather than 
deterministic. 
The study was small and in-depth to enable management of rich data and 
only involved practice nurses and students. However, there are many 
others who impact on mentoring in PHC and so while this study focuses on 
student and mentor learning there are other aspects of the social situation 
that need attention. The project also gives an Otago urban perspective but 
does not begin to address issues from rural settings where students may 
have to travel away from their homes to gain clinical experiences. In these 
cases they may be supervised trom a distance by clinical lecturers. These 
are all opportunities for further research. 
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6.3. Recommendations 
Nursing education in New Zealand, particularly at Otago Polytechnic, 
relies on the availability of RNM' s to guide, support and facilitate learning 
opportunities for students in the undergraduate Bachelor of Nursing 
programme. 
While most of the RNM's had not attended any formal mentoring 
education sessions, they talked about learning to mentor students as a 
process of 'trial and error' and 'on the job learning'. Three of the RNM's 
likened the experience to when they had trained as nurses. Eleven years 
ago Atkins and Williams (1995) noted the significance of the support 
needed by mentors to be effective in their role. This current study indicates 
that little has changed over those last II years. 
The impact of having students in practice was significant to each of the 
mentors and there were many positive outcomes for RNM's practice, and 
the nursing profession in general. Along with knowledge sharing and better 
communication, succession planning was in the mind of some as they 
pondered the future of PHC in New Zealand, and the current aging 
population of PHC nurses. 
While students appreciated the opportunity to practice their skills in a 
supportive environment, they were overwhelmed by the scope of practice 
and being away from their peers. Some felt that the clinical orientation they 
received at the Polytechnic to such a different type of placement, had not 
prepared them well and they felt uncertain about what was expected of 
them. Students wanted their mentors to be welcoming, honest and provide 
opportunities for open dialogue and reflection: This was not always the 
reality in the dynamic area of Primary Health Care. 
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The experiences of those who took part in this research have implication 
for new students, mentors and nurse educators as we seek to understand 
and improve the quality of nurse education. At the Otago Polytechnic we 
are currently addressing several issues that include reviewing our 
orientation programme to better prepare students before they enter clinical 
practice, looking at new models of mentoring partnerships and reviewing 
our own clinical supervisory roles. In particular we are examining how 
effective relationships can be constructed around knowledge and the 
inevitable tension between support and judgement that derives from 
assessment within the clinical situation. 
Nursing education is totally reliant on the goodwill of colleagues in 
practice to provide clinical guidance for students. It has been assumed for 
too long that mentors' clinical ability as competent Registered Nurses also 
means they have the teaching ability to assist students to acquire the 
attitudes, values and understanding the culture of nursing which is difficult 
to learn from books. Mentors provide excellent clinical supervision of 
students while juggling the demands of their daily workloads. This role is 
undervalued and often falls into the domain of the 'invisible work of 
nursing'. It appears to be an expectation by all that mentors will continue to 
perform this important role in the education of our future nurses. 
Mentoring at Otago Polytechnic is predominantly instrumental by 
necessity (Colwell, 1998) and while it is acknowledged that the outcome of 
classical mentoring is preferred, this is unlikely to change. What can be 
changed is the way we prepare mentors and mentees for their clinical 
experiences. A key strategy to meeting these challenges lies in the level of 
support and education offered to mentors and men tees by the HE!' s. While 
acknowledging and clearly articulating the critical nature of the mentors' 
role, it is evident in the findings of this research that more thought must be 
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given to the way the mentoring role is facilitated by academic staff in order 
to enhance student learning. 
This research suggests that the time has come to change the current 
situation for mentors. While the study was small and its purpose was not to 
make generalizations, three recommendations are made: 
l. All mentors have formal education in mentoring 
This would need to carefully integrate mentoring theory with 
practice to avoid the danger of teaching theory and later trying to 
integrate this. Separating theory and practice would create a similar 
situation to that faced by students as they bring theoretical 
knowledge in the PHC situation. Mentoring education should 
include relevant teaching theories and the theories ofleaming. 
2. Support for mentors be much more explicit 
Now we have a greater understanding of the issues facing mentors, 
support for them can be much more explicit and targeted. 
3. All mentors have formal supervision 
Mentors need a supervisor or critical friend who can support them 
on a regular basis. This supervisor would be outside of the PHC 
setting but new partnerships in mentoring need to include all those 
who have a stake in educating our future nurses. One of the 
partners will be the PHC manager because without their 
understanding and support of mentors, little of substance will 
change. Mentoring in PHC can no longer be the sole responsibility 
of the mentor. 
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APPENDIX 2 
Opportunity for Third year Bachelor of Nursing Students 2005 
To talk about their experiences of being mentored by Registered Nurses 
As part of your second year community health placement you were 
mentored by a Registered Nurse, would you like to discuss this process? 
I am Sherry Lilley and I would like to offer you an opportunity to take part 
in my research which forms the final part of my Masters in Health Science 
at the University of Otago. I am looking at both Registered Nurses 
experiences of Mentoring second year nursing students and Students 
experiences of being mentored by Registered Nurses working in as 
Practice Nurses. 
Participation would involve an interview of approximately 45 minutes. 
This research has been reviewed and approved by University of Otago 
Human Ethics Committee. 
If you would like to tind out more or would like to participate in this 
project please contact me by the end of June. 
Thank you for taking time to read this I look forward to hearing from you 
soon. 
Sherilyn (Sherry) Lilley 




INFORMATION SHEET FOR PARTICIPANTS 
REGISTERED NURSES AND STUDENTS 
Thank you for showing an interest in this project. Please read this 
information sheet carefully before deciding whether or not to participate. 
If you decide to participate I thank you. If you decide not to take part there 
will be no disadvantage to you of any kind and I thank you for considering 
our request. 
What is the Aim of the Project? 
The aim of the project is to explore six to ten (6-10) Practice Nurses' 
experiences of mentoring student nurses during their 3 week community 
clinical placement. It is also intended to gain perspectives of six to ten (6-
1 0) students' experience of being men to red by Registered Nurses and the 
effect Registered Nurse Mentors had on student's learning. 
This research project is supervised and is part of the requirement for a 
Masters Thesis in Health Science at the University of Otago. 
What Type of Participant is being sought? 
Registered Nurses working in General Practice settings in Dunedin who 
mentor second year nursing students. 
The students will be third year students studying as undergraduates in the 
Bachelor of Nursing Degree programme. These students have completed 
their second year and have been mentored by a Registered Nurse as part 
of the Primary Health Care Course N204.1. 
What will Participants be asked to do? 
Should you agree to take part in this project as a Registered Nurse or 
student, you will be asked to attend an individual interview at a mutually 
agreed time and place. There will only be two people present, you as the 
participant and me as the researcher. The interview will be audio taped. 
The interview should last about one hour. A person approved by the 
University of Otago will transcribe (type up) the audiotapes into a 
document. Once transcribed the document will be returned for you to 
ensure the content is accurate. 
This project involves an open-questioning technique where the precise 
nature of the questions which will be asked have not been determined in 
advance, but will depend on the way in which the interview develops. 
Consequently, although the University of Otago Human Ethics 
Committee is aware of the general areas to be explored in the interview, 
the Committee has not been able to review the precise questions to be 
159 
used. 
In the event that the line of questioning does develop in such a way that 
you feel hesitant or uncomfortable you are reminded of your right to 
decline to answer any particular question(s) and also that you may 
withdraw from the project at any stage without any disadvantage to 
yourself of any kind. 
Can Participants change their Mind and Withdraw from the Project? 
You may withdraw from participation in the project at any time and 
without any disadvantage to yourself of any kind. 
What Data or Information will be collected and What Use will be 
Made of it? 
Interview data will be collected by way of audiotape and used only for the 
research project outlined. 
The purpose for which the data or information is being collected is 
Research. 
The researcher, the person transcribing the data, the participant and the 
supervisor will be the only people to have access to the personal 
information. Only the researcher will be able to identify the respondent. 
Personal information from the participants will be stored separately from 
the transcribed information. Personal data would only be kept as it may 
have the potential to assist the researcher interpret the data. 
All identifying features will be removed from any resulting publication. 
Results of this project may be published but any data included will in no 
way be linked to any specific participant. You are most welcome to request 
a copy of the results of the project should you wish. 
The data collected will be securely stored in such a way that only those 
mentioned above will be able to gain access to it. At the end of the project 
any personal information will be destroyed immediately except that, as 
required by the University's research policy, any raw data on which the 
results of the project depend will be retained in secure storage for five 
years, after which it will be destroyed. 
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What if Participants have any Questions? 
If you have any questions about our project, either now or in the 




Telephone Number:- 03 471 6135 
Dr Tony Harland 
Higher Education 
Development Centre 
University Of Otago 
Telephone Number:-03 479 8136 
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APPENDIX 4 
Experiences of mentoring in Primary Health Care Settings: 
Registered Nurses' and Students' Perspectives. 
CONSENT FORM FOR PARTICIPANTS 
I have read the Information Sheet concerning this project and understand 
what it is about. All my questions have been answered to my satisfaction. 
I understand that I am free to request further information at any stage. 
I know that: -
1. My participation in the project is entirely voluntary. 
2. I am free to withdraw from the project at any time without any 
disadvantage. 
3. The data audiotapes and transcriptions will be destroyed at the 
conclusion of the project but any raw data on which the results of the 
project depend will be retained in secure storage for five years, after 
which it will be destroyed. 
4. The results of the project may be published and will be available in 
the library but every attempt will be made to preserve my anonymity. 
5. This project involves an open-questioning technique where the 
precise nature of the questions which will be asked have not been 
determined in advance, but will depend on the way in which the 
interview develops and that in the event that the line of questioning 
develops in such a way that I feel hesitant or uncomfortable I may 
decline to answer any particular question(s) and/or may withdraw 
from the project without any disadvantage of any kind. 
I agree to take part in this project. 
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(Signature of participant) 
(Date) 
This project has been reviewed and approved by the University of Otago 




This note is to let you know about, and invite you to participate in my 
research project as part of my study towards a Master of Health Science 
Degree at the University of Otago. The research project is "Experiences of 
mentoring in Primary Health Care Settings: Registered Nurses' and 
Students' Perspectives". 
The aim of this research is to listen to six to ten (6-1 0) Practice Nurses as 
they talk about their experiences of mentoring student nurses. Students are 
expected to spend time with a Registered Nurse during their community 
clinical placements during the second year of study towards their 
undergraduate degree. There is little evidence available on what mentoring 
students' means for the Practice Nurse in the community setting. I see this 
as an exciting oppor!lmity for you to share your stories and capture new 
perspectives in the New Zealand Primary Health Care setting. I will also be 
interviewing six to ten ( 6-1 0) students to capture their stories of being 
mentored. 
While I have my own experiences of organising clinical placements with 
mentors for nursing students, and working as clinical lecturer to these 
students, I feel that it is crucial to have an understanding of what mentoring 
is like for you. I am particularly interested in this research in which I will 
gain an insight into your perspectives and the way that you approach 
mentoring of students. As you know, I am interested in the education of 
nurses and how Registered Nurses working as mentors learn their role. I am 
also interested what sustains your desire to continue as a mentor to student 
nurses. This project is a chance for you as a Registered Nurse to think 
carefully about your experiences. To help you with this process you could 
reflect and focus on some of your anecdotal evidence and stories about 
mentoring students. This will give you an opportunity to gather your 
thoughts on past experiences before we meet. 
The information gained from this small research project may be of benefit 
to Registered Nurses in other fields of practice, nurse educators, other 
mentors and students of the future, as there is a possibility that new 
information may be uncovered during the interview process. 
I look forward to talking with you to set up the next meeting. 
Your participation would be much appreciated but I will understand if you 
164 
choose not to be involved. 
Sherilyn (Sherry) Lilley 
School of Nursing, 
Otago Polytechnic, 
Telephone Number:- 03 471 6135 
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APPENDIX 6 
SCHOOL OF NURSING 
Forth Street, Private Bag 1910 
Dunedin, New Zealand 
Phone +64 3 479 6 !35 
Departmental Fax +64 3 47! 6863 
Homepage http://www.tckotago.ac.nz 




Dates of placement: ________ to ____ _ 
Absentee dates: ______ Total Attendance: ___ days 
NB: If at any time you are concerned that the student is not performing 
to an expected standard for second year please contact the lecturer as 
soon as possible. In such cases we would want to give the student an 
opportunity to improve before the end of the placement. 
By the end of this placement the student should have achieved the 
following objectives: 
•:• Safe performance of any nursing procedural skill required 
within the student's scope of practice 
•:• Respect for patient/client confidentiality 
•:• Maintenance of patient/client privacy 
•:• Ability to communicate clearly and appropriately with all 
patients/clients 
•:• Ability to communicate clearly and appropriately with all staff 
•:• Conformity to professional standards of behaviour and dress 
•:• Ability to support practice with knowledge 
Have these been achieved? Yes I No 
(circle one) 
If NO please comment 
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Please comment briefly on the student's performance in the following 










Registered Nurse's Name and Signature 
Dme ____________________________ __ 
Student's Signature (I have read the above assessment) 
Dme ______________________ _ 
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APPENDIX 7 
SCHOOL OF NURSING 
Forth Street, Private Bag 1910 
Dunedin, New Zealand 
Phone +64 3 479 6135 
Departmental Fax +64 3 471 6863 
Homepage http://www .tekotago.ac.nz 
BN231000 PRIMARY HEALTH CARE NURSING 2 
CLlNlCAL ASSESSMENT FORM 
NameofStudent ____________________________________ __ 
Placement: ------------------------------------------
Dates of placement: -----------------to ---------------
Absentee dates: ____________ Total Attendance: ______ days 
NB: If at any time you are concerned that the student is not performing 
to an expected standard for second year please contact the lecturer as 
soon as possible. In such cases we would want to give you an opportunity 
to improve before the end of the placement 
Please conunent briefly on the student's performance in the following 
areas, (Refer to the Clinical Assessment Information Sheet for Registered 
Nurses for key words and suggestions,) By the end of this placement the 
student should have worked towards second year standard of achieving the 
domains which have been adapted from Competencies for the Registered 




•!• 1.1. Accepts responsibility for ensuring practice and conduct meet 
the standards of professional, ethical and relevant legislated 
requirements 
•!• 1.2. Ability to apply the principles of the Treaty ofWaitangi 
•!• 1.4. Promotes an environment that enables client safety, 
independence, quality of life and health 
•!• 1.5. Practices in a manner that the client determines as being 
culturally safe 
Lecturer 
comments. ________________________________________________ __ 
Have these been achieved 
Domain2 
Management of Nursing Care 
•!• 2.1. Provides planned nursing care to achieve identified outcomes. 
•!• 2.2. Undertakes a comprehensive and accurate nursing assessment 
of clients in a variety of settings. 
•!• 2.3. Ensures documentation is accurate and maintains 
confidentiality of information. 
•!• 2.7. Provides health education appropriate to the needs of the client 
within a nursing framework. 
•!• 2.8. Reflects upon with peers and experienced nurses, the 
effectiveness of nursing care. 
Lecturer 
comments, ________________________________________________ __ 
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Have these been achieved 
Domain3 
Interpersonal Relationships 
•:• 3.1. Establishes, maintains and concludes therapeutic interpersonal 
relationships with client. 
•:• 3.2. Practices in a negotiated partnership with the client where 
possible. 
•:• 3.3. Communicates effectively with clients and members of the 
health care team. 
Lecturer 
comments'----------------------------------------------~ 
Have these been achieved 
Domain4 
Inter-Professional Health Care and Quality 
•:• 4.2. Recognises and values the roles and skills of all members of 
the health team in the deli very of care. 
•:• 4.3. participates in quality improvement activities to monitor and 




Have these been achieved 
I yes I no J 
Please identify the student's strengths and any aspect of their work you 
consider requires improvement. 
By circling the appropriate box below please indicate at this stage if a pass 
or fail for (name) clinical in Primary 
Health Care Nursing 2 
I Pass j Fail I 
Registered Nurses Name and Signature Date 
Student's Signature (1 have read the above assessment) Date 
Reference 
Nursing Council of New Zealand, (2005). Competencies for the Registered 
Nurse Scope of Practice. Wellington: Author. 
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